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PRESIDENTIAL ADDRESS—SOME OF OUR PROBLEMS 


LOUIS J. HIRSCHMAN, M. D. 


DETROIT 


Mr. President, Members of the Michigan State Medical Society, Honored Guests, 
Ladies and Gentlemen: 


I would be guilty of the basest ingratitude, if in return for the evidence of your 
trust in my ability to serve you as your President during the year just closed, I should 
inflict upon you an address of such length as to act more as a soporific than a stimu- 
lant. I have in common with most of you in the past been lulled to peaceful slumber 





by the monotonous drone of a long-winded pseudo-scientific and pseudo-altruistic 


presidential address. In order to secure 
your attention to this brief report of my 
stewardship and to a few suggestions as 
to our future activities, born of experi- 
ence, gained while acting as your chief 
executive during the past year, I promise 
to be brief. 


LEGISLATION 


The health of the people of Michigan 
during the past year has been menaced as 
never before in our history by the endeav- 
ors of cultists, irregular practitioners and 
enemies of scientific medicine to open the 
doors to the practice of the healing arts to 
the incompetent, the unprepared, the 
ignorant and the malicious. 

In an endeavor to strengthen our ex- 
isting medical laws and to provide for bet- 








ter preliminary qualifications for all of 
those who wish to practice any of the so- 
called “healing arts,” a “professional quali- 
fications act” as well as certain amend- 
ments to strengthen our present medical 
laws were introduced at the last session 
of the legislature. The results of the in- 
sidious propaganda against all things 
medical which was engendered, propa- 
gated and supported by non-medical 


schools of healing, was evidenced by the 
most unfair, unjust and nefarious meth- 
ods of attack. 


There seemed to be an almost united 
effort opposed to any legislation which 
was designed to protect the health of the 
people of Michigan from the efforts of 
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non-medical systems of treatment to es- 
conce themselves firmly in our fair State. 

The secretary of your society, your leg- 
islative commission, the councilors and 
particularly the State Commissioner of 
Health, worked in perfect harmony with 
your president at all times during the try- 
ing period of the legislative session. In 
our darkest hour when vicious and dan- 
gerous bills passed both Houses and 
threatened to become laws, the Governor 
of our state fearlessly stepped into the 
breach and with a clear and appraising in- 
sight into the possibilities of the situa- 
tion, prevented a serious calamity to the 
health of our people by the judicious use 
of his veto power. 

All honor to Governor Green for his 
courageous and life-saving action! Some 
very important lessons in political technic 
and legislative policy were learned by 
those of us who were actively engaged 
in the campaign, and the education thus 
received will be of great value when 
needed in future medico-legislative activi- 
ties. 

Just so long as the people at large re- 
main in ignorance of ordinary anatomical, 
physiological and medical facts and know 
so little about their bodies and _ bodily 
functions, just so long will the unscrupu- 
lous and improperly prepared practi- 
tioner prey on their credulity. 

The medical profession is not altogether 
blameless in this lack of public knowledge 
on matters of health. It is true that we 
have made a gesture in the right direc- 
tion by joining hands with other health 
organizations in this state in extending 
the field of public instruction in health 
matters. Our participation in health lec- 
tures to high school and college students 
is one step in the right direction and the 
work of the committee in maintaining a 
health column in the daily press is an- 
other opening wedge in the campaign of 
instruction of the laity. 

Every member of the Michigan State 
Medical Society should consider himself 
an evangelist in matters of health and 
medicine. He should not only accept the 
opportunity to acquaint the laity with the 
fundamental facts of disease prevention 
and hygienic living, but should go further 
and create such contacts with lay groups 
whenever possible. The laity must be 
acquainted with the facts that it is to their 
interest to see that medical laws are passed 
which will prevent them from being vic- 
tims of practitioners and practices which 
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have not stood the test of scientific inves- 
tigation. 

The altruistic interest of the natural 
guardians of health, the medical profes- 
sion has been seriously questioned by ma- 
terialistic-minded legislators. Through 
contacts with the public press, chambers 
of commerce, luncheon clubs, parent and 
teacher associations and other civic, fra- 
ternal, educational and religious groups, a 
better understanding of health conserva- 
tion, disease prevention and scientific cur- 
ative measures can be presented to those 
people whom these things most affect. 

It is fervently hoped that opposition in 
the future to dangerous health legislation 
will be sponsored by such organizations. 
Our profession, particularly as _ repre- 
sented by the Michigan State Medical So- 
ciety, will always be in the forefront of 
the fight and the same old guard who have 
never been found wanting in any crisis, 
will be found in the front line and will 
always be at the service of the people of 
Michigan. 


SOCIAL MEDICINE AND MEDICAL ECONOMICS 


In many gatherings of medical men, 
whether in the hospital staff rooms, or 
following medical society meetings, after 
the subject of golf, fishing, dogs, oil wells 
and the stock market have ben exhausted, 
the conversation is sure to drift, sooner 
or later, to the subject of “state medicine.” 


In several European countries, particu- 
larly England, Germany and Norway, 
quantity production methods in medical 
practice sponsored by the governmental or 
mutual benefit sources are in existence at 
the present time. Reports both pro and 
con, on the results of this form of prac- 
tice clearly indicate that it could never be 
very successful if actually tried in this 
country. 


The practice of the healing arts is so 
peculiarly and necessarily a matter of the 
individual relation of the physician to the 
patient that any plan of medical practice 
which smacks of paternalism or “mass 
production” would not only be repugnant 
to the American conception of service, but 
would be disastrous in the results achieved 
in most of the individual cases. 


That there is a demand by the public 
for a better quality of diagnostic service 
in some quarters, and for a more reason- 
able plan for both diagnostic and therapeu- 
tic service with or without hospitalization 
in other quarters, is quite evident. That 
there is a decided inequality in the com- 
pensation between the services of the gen- 
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eral practitioner and the specialist is also 
quite evident! That there is.a growing 
unrest on the part of the “man who pays 
the freight” regarding the increasing costs 
of medical care is also evident! That the 
general practitioner of medicine, espe- 
cially in rural communities is overworked 
and underpaid in many instances is also 
evident! 

All of these questions which are await- 
ing solution are closely tied up with the 
question of the supply of physicians to 
the demand of the public for medical serv- 
ices. The mounting costs and increased 
length of courses leading to medical de- 
grees, is also a tremendous factor in this 
question. 

The competition of clinics and hospitals, 
publicly supported or partially so, in some 
parts of our state has been a very serious 
problem with which the physician has had 
to cope. In cities and educational centers 
especially, the whole question of the opera- 
tion of clinics, whether free, part-pay or 
private, whether operated by the state or 
county authorities or municipality, is in- 
timately connected with the whole prob- 
lem of not only rendering adequate service 
to the people at a reasonable cost to them, 
but also with the problem of giving the 
practitioner of medicine, who has strug- 
gled so many years to secure his medical 
education, a living wage! 

The widening gap between medical in- 
come and medical out-go, increased pro- 
fessional and living expense, and clinic 
competition has again brought to the fore 
the spectre of division of fees and the pay- 
ment of commissions. In order that our 
profession be not allowed to degenerate 
from its high ideals of unselfish service to 
the plane of commercialism and trades 
unionism, we must take an active part in 
the study of all these conditions which 
menace the high reputation, the good 
name and very integrity and successful fu- 
ture of our profession. 

I firmly believe that by far the great ma- 
jority of patients who seek the services of 
free clinics legitimately belong there. 
While I am convinced that every physician 
has suffered some loss of specific patients 
who wrongfully and fradulently secured 
free treatment from philanthropic institu- 
tions when they were well able to pay for 
the same, that in the aggregate these cases 
are decidedly in the minority. 

The methods of the social service de- 
partments of these clinics as a rule are 
often open to criticism. The mistakes and 
injustices which do occur are usually 
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traced to bad judgment or the inefficiency 
or inexperience of some individual work- 
ers. While rankling under unfair aliena- 
tion of private patients by clinics in a few 
instances, members of our profession must 
not go to the other extreme and insist that 
the people who can legitimately afford to 
compensate very little, if any, for medi- 
cal services, deprive themselves of other 
necessities in order to pay a mispropor- 
tioned bill for medical services. 

The pauper and indigent must always 
be cared for at public expense and medi- 
cal organizations must be maintained for 
this purpose. Clinical experience for the 
medical student can be amply furnished 
from these sources. 

It is not the business, the prerogative or 
the right of the state or any municipality 
to ever accept private patients for pay 
when such treatment is available for these 
patients by private practitioners of medi- 
cine in their home communities! 


RURAL PRACTICE OF MEDICINE 


The law of supply and demand is very 
much out of joint in connection with the 
practice of medicine in our smaller com- 
munities. The demand for medical care 
is acute, insistent and serious. There are 
many thousands of our citizens residing 
in small villages, hamlets and on isolated 
farms whose lives are placed in jeopardy 
because of the absence of near-by medical 
assistance. The urban trend of popula- 
tion has had its effect in draining the 
smaller communities of their physicians 
as well as of other inhabitants. The com- 
pactness and apparently more remunera- 
tive condition of city practice, along with 
the advantages of hospital facilities has 
attracted most of the young graduates of 
medicine to the cities. 

The cumpulsory internship, unfortu- 
nately, has imbued most of the younger 
graduates of medicine with the idea that 
the practice of medicine must be conducted 
only, or largely, amid hospital surround- 
ings. It is true that a well equipped hos- 
pital is of inestimable value to the patient 
and renders the services of the physician 
far more efficient to him. The medical 
graduate of today feels that he must have 
a larger market for his wares than the 
rural district provides. As a result when 
the older practitioner of the community 
passes on to his reward, that community 
is left without medical assistance. 

The medical graduate of today, after his 
pre-medical, academic, medical, interne 
and resident training in a large modern 
hospital, is seeking larger fields to conquer 
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than the small rural community affords. 
He is a super-trained individual, an “ex- 
pert” in the uses of all of the facilities of 
the hospital and the laboratory and feels 
the need of all of the many mechanical and 
instrumental methods of precision. The 
resident of the small community is entitled 
to just as good and thorough medical care 
as the urban dweller. Admittedly this can 
be best administered in a modern and well- 
equipped hospital. The educational prob- 
lem in small communities has been solved 
by the formation, consolidation and utiliza- 
tion of community schools. Instead of the 
“little red school house upon the hill” of 
the days of yore, the youth of today is edu- 
cated in a modern school with modern 
equipment and a thoroughly trained per- 
sonnel. 

This condition must also prevail with 
relation to the care of the sick in the small 
community. A group of villages or coun- 
ties, if necessary, must combine and pro- 
vide a modern hospital at a central point, 
easily accessible to all parts of its district. 
Funds must be provided either by taxation, 
private philanthropy or some large philan- 
thropic foundation or a combination of 
any of these. It is just as logical and 
proper for a community to provide a hos- 
pital for its citizens to receive medical at- 
tention from their private physicians, as 
it is for the same community to furnish 
a court house for its citizens to receive the 
services of their private attorneys. 

The indigent thus can be cared for 
nearer their homes by the county or town- 
ship, while private patients receive the 
care of their private physicians. 

With the rapid extension of good roads 
in our state and the universal use of the 
automobile, an ambulance can bring a pa- 
tient into much closer contact with his hos- 
pital thirty miles away, in quicker time 
than it formerly took for the physician in 
his one-horse shay to make a call of five 
miles. . 

Good roads and the automobile, with a 
centralized community hospital, make 
available a far better service in the com- 
munity or county than could possibly be 
rendered under the old conditions. Our 
county societies must take the initial steps 
in their respective communities to insti- 
tute the erection and maintenance of such 
hospitals. 


With the charming community life and 
the ideal conditions under which to prac- 
tice, which obtains in the small town, it will 
be very easy to attract the graduate of 
medicine and he will soon realize how 
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much more fortunate he is than his fellow 
classmate practicing in a metropolitan dis- 
trict. 

It is sincerely hoped that the State 
Board of Registration in Medicine will 
soon find it possible to allow substitution 
of bedside and office training under a 
qualified preceptor, for at least a portion 
of the time now devoted to internshi» and 
hospital training. This is the only way 
in which the coming practitioner of medi- 
cine can really be trained in bedside medi- 
cine, under conditions under which a large 
portion of his practice will be conducted 
particularly, but not necessarily, in small 
communities. He will learn how to meet 
situations arising in the patient’s home, 
particularly with reference to his attitude 
to—and his management of—the various 
members of the patient’s household. He 
will also make contacts which will be of 
great value to him later if he decides to lo- 
cate in the town in which he has served 
this apprenticeship. 


INDUSTRIAL AND CIVIC RELATIONS 


On account of the rapidly growing field 
of industrial medicine and the increasing 
activities of the medical profession as a 
result of the increasing interest in preven- 
tative medicine, by both the profession and 
the laity, our contacts with civic organiza- 
tions, industrial corporations and _ insur- 
ance companies are becoming more fre- 
quent. 

Manufacturing concerns and commer- 
cial institutions in general are learning 
that efficiency of their employes is in di- 
rect ratio to their condition of health. 
Some organizations can show by graphic 
charts that funds expended for physical 
examinations and prompt attention to dis- 
eases discovered in their early stages as 
a result of this activity, have really been of 
definite economic value. 


The increased efficiency of individual 
employes, the curtailing of absences'1s a 
result of illness, the decrease in labor turn- 
over, the lessening of industrial accidents, 
have been shown to have actually saved 
considerable sums of money for the corpor- 
ation as well as increasing the quantity 
and quality of its output. 

The employment of the part or full-time 
physician has opened new and increasing 
fields of opportunity for our profession. 
The pitfall to be avoided in industrial 
medicine is the temptation to carry this 
medical activity too far, and to lead to 
group or contract practice. 


If, instead of being satisfied with a 
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physical examination of the employe and 
sending him to the family physician for 
treatment, the corporation physicians at- 
tempt to prescribe for and treat him, he 
is heading straight for social medicine and 
competition with private practitioners. 

This subject must be given considerable 
consideration by our committee on civic 
and industrial relations. Another matter 
which I am glad to report is that they are 
now studying the increased practice of in- 
surance companies to request medical re- 
ports from physicians based on their opin- 
ions, the result of their experience with 
individuals whom they have treated. This 
medical advice is of great value to the in- 
surance company who seeks it in determin- 
ing the insurability of an applicant. 

The physician should no longer submit 
te being imposed upon to furnish re- 
ports without proper recompense. That 
the work of your committee will be 
crowned with success is the fervent hope 
and expectation of your President. 


POST-GRADUATE COURSES 


The work of the committee on post-grad- 
uate conferences as evidenced by the suc- 
cess of our district post-graduate confer- 
ences has proven beyond a doubt that this 
activity of the society was a much needed 
and most welcome one. 

Every year there have been more re- 
quests for the extension of this work than 
the limited funds at the disposal of the 
committee would allow. In May and June 
of this year comprehensive courses of four 
weeks each in medicine and surgery, in- 
cluding their various specialties, wre 
given in Detroit. A nominal registration 
fee was charged each attendant on this 
course in order to assist in defraying the 
actual expenses incurred. From the ex- 
pressions of many members of the Michi- 
gan State Medical Society who attended 
these courses they were very well received. 
Those who took part in the instruction 
were enthusiastic and efficient. The ma- 
terial was ample and it is believed that 
the success of this activity will lead to an 
extension of the work during the coming 
year. 

To those who attended the courses, the 
teaching staff, and particularly to the com- 
mittee on post-graduate instruction, great 
credit is due for the wonderful co-opera- 
tive spirit which was evidenced during the 
entire course. 

During the coming year the post-grad- 
uate program of our society is going to be 
materially extended. In order to improve 
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and safeguard the health of the coming 
generation, the Michigan State Medical 
Society is now in a position to render a 
valuable service to the children of Michi- 
gan. Special groups are to be organized 
to bring to the various parts of the state 
all the latent information and knowledge 
at the disposal of the profession in all 
branches of pediatrics, orthopedics, im- 
munology and medical and surgical dis- 
eases affecting the health of our children. 

I am pleased to announce at this time 
that the co-operation of the Children’s 
Fund of Michigan has been secured for 
this work. Through the munificent gift of 
Senator James H. Couzens a large sum of 
money has become available annually in 
order to improve the welfare of the race, 
as expressed in the maintenance of health, 
happiness and prosperity of its children. 

The trustees of the Children’s Fund of 
Michigan have approved our program for 
post-graduate instruction along the lines 
which will be of benefit to children, and a 
sum of money will be available this year 
to meet the actual expenses of this com- 
mendable activity. 

All honor to our big-hearted fellow-citi- 
zen who has again demonstrated to the 
world that one of the greatest gifts 
granted to those who possess great wealth 
is the joy of making others happy by judi- 
ciously directed philanthropy. We are 
proud to number Senator James H. Cou- 
zens as a citizen of Michigan, a friend of 
the needy and a public benefactor. 


A WORD TO THE LAITY 


To those of my audience who are not 
members of the medical profession, all that 
I have said about some of our problems 
may or may not be of interest. Please re- 
member, however, that the problems of the 
medical profession are your problems as 
well. All that we are striving for is to 
improve not only our own ability to keep 
you well, and to restore your health when 
you are not well, but also to improve the 
conditions under which we all are living. 

As citizens of the State of Michigan, 
who are desirous of bettering not only 
their own health, but the health of the 
generations to come, whatever makes for 
a higher type of medical practice should 
be of the greatest interest to you. The 
medical profession, by its peculiar knowl- 
edge of matters of health and sanitation, 
are but pointing the way. Legislatures, 
after all, are composed of human beings, 
and legislators are only too prone to obey 
the mandates or wishes of their constitu- 
ency. When this constituency speaks with 
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the voice of authority, obedience is much 
more apt to be achieved. Therefore, when 
you, as laymen, are asked to support pro- 
posed medical legislation we, as medical 
men, ask you for your own sakes to lend 
not only a willing ear, but a willing hand 
in its support. 

The cry of the opponents to health leg- 
islation is that the medical profession is 
supporting this legislation as a matter of 
self-interest. The members of our profes- 
sion are accused of trying to perpetuate a 
so-called “Medical Trust”—yet this profes- 
sion, which is supposed to be so selfish 
and self-interested, is constantly striving 
to improve living conditions so that there 
will be less illness and fewer accidents and 
consequently the cutting off of their own 
incomes. 

The average member of the medical 
profession is constantly giving freely of 
his thought, his time, and his skill, to heal 
the sick whether they are in a position to 


recompense him for his service or not, it 


makes no difference. Many, in fact, most 
of the members of our profession are car- 
ing for nearly as many patients gratis, as 
they are being paid for. A large number 
who are engaged in clinical work are giv- 
ing a larger proportion of their time 
gladly and freely to destitute patients, than 
they are to those who are able to properly 
compensate them. Many of the laity be- 
lieve that physicians and surgeons who 
care for hospital staff patients, are either 
on a salary or receive some recompense 
from the hospital, the municipality or the 
state for their services. It may or may 
not be a surprising fact to some in ray 
audience that many patients who, even 
when able to pay a hospital for their hous- 
ing, board and nursing, pay nothing to the 
physician who brings them back to normal 
health and restores to them their power to 
earn their daily bread. Many of the laity 
do not know that the great majority of 
physicians give of their time, freely, to 
teach medical students and nurses, in or- 
der that they may become proficient in 
their professions, and be of service to 3uf- 
fering humanity, without any thought of 
recompense for the many hours spent in 
the class room and the clinic. 

The sick and afflicted poor are always 
certain of good medical attendance at all 
times. The medical profession individu- 
ally and collectively, since time immemor- 
ial, have been ready and willing to respond 
to the call of distress. When the time 
comes that any member of our profession 
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fails to heed that call, then he has ceased 
to be a real physician. 

If members of the medical profession 
were actuated solely by self-interest and 
mercenary motives, would they act as ad- 
visors to various philanthropic organiza- 
tions? Would they serve without recom- 
pense on various township, county, munici- 
pal and state boards of health? Would 
they take full medical charge of the in- 
fants’ and orphans’ asylums and homes for 
the aged? Would they, at the risk of their 
lives from infection, treat medically or 
operate upon patients suffering from 
loathsome, highly contagious disease in the 
charity wards of our large hospitals? 
Would they respond in the time of pesti- 
lence or national disaster to the call of the 

ted Cross or other like agencies, to re- 
lieve the sick and the suffering? They cer- 
tainly would not, and never have they 
failed to respond! 

In the great World War, over seventy 
thousand out of the one hundred and forty 
thousand physicians in this great land vol- 
unteered to take their place in the ranks 
of our nation’s fighting men, and were the 
first of any of the professions to organize 
a Reserve Corps of the army or navy. A 
large proportion of this number were be- 
yond military age and had dependents for 
whose care and support they were respon- 
sible. The first casualty in the American 
army was a medical officer. Does this 
record smack of self-interest or mercenary 
motives? 

Have members of the various non-med- 
ical groups of practitioners and healers, or 
of the various religious cults, including 
healing among their various activities, 
been conspicuous by their gifts of service 
and time, even at the risk of their lives, to 
the suffering poor in their communities, 
or to their country in times of distress? I 
beseech you, therefore, when members of 
your County Medical Society come to you 
for aid in ridding your community of 
quacks, charlatans and advertisers, who 
are leeches preying on the fear and agony 
of mind produced by physical and mental 
suffering, to help and support your County 
Medical Society in their efforts. 

Another matter upon which I would 
like to say a word is that of “Medical Ad- 
vertising.”” The reason that the medical 


profession frowns down upon and disap- 
proves medical advertising and medical 
advertisers, is that they know that one 
cannot advertise his wares or his ability 
and stick to the straight and narrow path 
of truthfulness and modesty. 


An adver- 
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tisement, whether of medicine or anything 
else, must proclaim that the wares of the 
individual offering the same are better 
than some one’s else. The medical adver- 
tiser must, therefore, claim that he is a 
better doctor than the others. Many in- 
corporated institutions, who advertise 
their wares and their services to the pub- 
lic in order to prove that they are better 
than anyone else, often guarantee their 
cures. 

While the manufacturer of an automo- 
bile or of a watch may guarantee his 
product, he does so because he, himself, 
has made the article. He furnished and 
assembled and tested his product, and is 
in a measure responsible for its perform- 
ance. Up to the present time, however, 
no man or combination of men has ever 
vet been able to manufacture a human 
being and until such time arrives he is not 
in a position to guarantee anything about 
this human being, his health, or his dis- 
eases. 

When a medical man guarantees a cure, 
he immediately stamps himself as a falsi- 
fier, a criminal and one who is not to be 
trusted with the health or life of your 
loved ones. The very fact that such an 
individual finds it necessary to sell himself 
to his prospective patients by promising 
a guarantee, weakens his standing at once 
in the eyes of any intelligent person. So 
in advertisements, of medicines, cures, 
symptoms, methods and institutions, the 
more flamboyant the claims put forth, the 
more diseases that are claimed to be cured, 
the more unreliable and the more un- 
scrupulous and more dangerous are the 
sponsors thereof. 

I trust that the medical members of my 
audience will pardon this digression, but 
these facts which, to you, my colleagues, 
are so well known, must be brought to the 
attention of our friends of the laity at oc- 
casions such as this. I trust that you will 
bear with me for emphasizing this matter 
at this time. To you members of the lay 
audience I wish to present this reminder. 
A manufacturer can leave his factory, a 
merchsnt his store; when he takes a 
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needed vacation his income continues; 
when a physician seeks a needed rest his 
income stops, but “Old Man Overhead” goes 
on working just the same. When the mer- 
chant makes out his income tax report he 
charges off depreciation and obsolescence 
on his plant for each year it is in service. 
When a physician makes out his income 
tax report, he can charge no depreciation 
or obsolescence on his body or his skill, 
and these wear out in service just the same 
as the machinery in the factory. While 
the physician preaches hygiene sanitation 
and good health to his patients, on account 
of his many hours of work exposed to the 
elements and to disease, his life average is 
less than that of most any other calling. 


If what I have told you about this sub- 
ject has awakened in your mind some lit- 
tle idea of the spirit of: service and self- 
sacrifice with which the medical practi- 
tioner is imbued, I am content. I trust 
that when the accusation of “‘trades-union- 
ism”, of “medical trustism”, or lack of 
altruism is made against our profession 
you will give a thought to some of the 
activities of your physician along the lines 
of self-sacrifice, human service, and the 
love of mankind. 


There are many problems and activities 
of our organization which I would like to 
discuss with you at this time, but I prom- 
ised you that I would not unduly prolong 
this address. 


In conclusion, therefore, | wish to again 
express my deep appreciation for the con- 
fidence and trust which you placed in me 
by selecting me as your presiding officer 
during the past year. Rest assured that 
the labor entailed in carrying out your 
wishes has been a labor of love. 


If I can retire at this time, with the 
feeling that the term now closed has left 
the affairs of the Michigan State Medical 
Society and the profession of our state in 
no worse condition than it was at the end 
of the previous administration, I will feel 
no embarrassment nor hesitancy in turn- 
ing over the office to my distinguished 
successor. 





THE RADIUM SITUATION 


Two additional Senate bills, having to do indi- 
rectly with cancer, may come before the Senate 
Committee, which is this fall investigating the 
feasibility of governmental aid in fighting cancer 
on all sectors. These two bills will have to do 
with the encouragement of renewed radium pro- 
duction in this country. At the present time, it is 
charged that a Belgian monopoly holds the price 
of radium up to $70,000 per gram, though it can 


be produced there for $10,000 per gram. 

Bureau of Mines investigations indicate that 
American radium could be extracted from ores in 
Utah and Colorado for $22,000 per gram. 

Secretary of Commerce Lamont is opposed to 
governmental development of the radium business, 
but believes that private enterprise should take 
advantage of its opportunity in Colorado and 
Utah.—Science Service. 
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DIAGNOSIS OF PERITONITIS IN INFANCY AND CHILDHOOD 


ISAAC A. ABT, M. D.* 
CHICAGO, ILLINOIS 


The subject of ‘‘Peritonitis in Infancy and Childhood” is not a new one. 


The older 


clinicians recognized the clinical manifestations and the morbid anatomy almost as 
accurately as we do today. Some of the older clinical descriptions attract one’s attention 
by their precision of clinical observation and by the minuteness and finess of descrip- 


tion. 


Although our knowledge has been widened by bacteriologic contributions, the 


fact still remains that so far as diagnosis is concerned, peritonitis in young life re- 
mains even today a veritable terra incognita. Thus we acknowledge that the diagnosis 


of peritonitis in young children presents — 


numerous difficulties and its recognition is 
- not always easy. 

The etiologic factors in the production 
of the disease and the modes of response 
of the young organism to this infection 
present numerous variations from that 
which occurs in later life. The course of 
the disease in infants and young childhood 
is usually rapid and severe, and collapse 
from circulatory weakness is an early 
symptom. 

In this paper it is proposed to discuss 
some of the most important diagnostic 
features of the acute inflammatory dis- 
eases of the peritoneum which occur dur- 
ing childhood. 


Many of the causes of peritonitis and | 


abdominal pains which are frequent in 
adult life, such as gestric ulcer and can- 
cer, pancreatic necrosis, tabctic crises, 
gall-stones, kidney-stones, colic of vesical 
calculus and diseases of the adnexa, are 
rare or do not occur in early childhood. It 
should be stated at once, however, that 
perforation of gastric or duodenal ulcer is 
not unknown in infancy and _ should be 
considered as a possible causal factor in 
obscure peritonitis. In 
diverticulitis, inflammation of the female 
genital tract, blows and injuries to the 
abdomen, may be assigned as the occa- 
sional cause of a peritonitis. . 

In children under two years of age in- 
flammatory lesions of the peritoneum are 
comparatively rare, but peritonesl irrita- 
tion and inflammation due to intestinal 
obstruction are relatively more common. 

In the statistics of Beekman*, peritoni- 
tis was due to intestinal obstruction in 48 
cases and to direct inflammetion of the 
peritoneum in 3 cases in children under 
2 years of age. Ina group of children be- 
tween the ages of 2 and 12, peritoneal in- 
= Siepacs A. Abt, M. D., Professor of Pediatrics, Northwestern 


University Medical School, Chicago. 
* Arch. Ped. December, 1925. 





dammation occurred in 326 patients and 
obstruction occurred only in 3. 


PARTICULAR CHARACTERISTICS OF PERITONITIS 
IN YOUNG LIFE 


In somewhat older children, the symp- 
toms of acute peritonitis do not differ 
merkedly from those in adult life. 

Acute diffuse peritonitis is probably the 
most painful of all diseases and pain is 
the most frequent subjective symptom. It 
may be absent, or slight, if the parietal 
peritoneum is not involved. In those cases 
where there is considerable inflammation 
in the deeper structures of the abdominal 
cavity tenderness on pressure may be 
slight or absent. When the peritoneum is 
diffusely inflamed all movement is painful, 
and other symptoms of peritoneal irrita- 


_ tion occur, such as tenderness, rigidity of 


the same way | 


the abdominal muscles, vomiting, constipa- 
tion in older children, diarrhea in young 
infants. If perforation of an abdominal 
viscus occurs, pain follows almost imme- 
diately ; it is violent in character, and, as 
Dieulafoy has said, “feels like a knife in 
the belly.”” Cough, hiccough, vomiting and 
breathing increase the pain. The abdom- 
inal wall becomes rigid as a board. Na- 
ture attempts to protect the abdominal 
contents and the inflamed peritoneum 
against painful movements. The type of 
breathing is thoracic instead of abdominal. 

The temperature rises, though in young 
infants the temperature fluctuation may 
be slight. Very often the rectal tempera- 
ture is one or two degrees higher than a 
carefully taken axillary temperature. In 
severe forms a low temperature may oc- 
cur, especially when the patient is on the 
verge of collapse. 

The reaction of the circulatory ap- 
paratus and the significance of the pulse 
is of the utmost importance. The pulse is 
rapid, small, soft and quite irregular. The 
rapidity of the pulse is out of proportion 
to the height of the temperature. Some 
authors note that in those cases where bile 
escapes from a perforated gall-bladder or 
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from a ruptured liver, saturating the 
peritoneum with biliary matters, the pulse 
becomes unusually slow. 

In acute peritonitis vomiting is one of 
the early symptoms. Indeed it occurs in 
almost every case. Persistent emesis in- 
dicates that the peritoneal process is ex- 
tending. A cessation of vomiting indi- 
cates that the process has become securely 
walled off by adhesions. At first the pa- 
tient expels his gastric contents, then bile 
and eventually fecal matter. 

Singultus is due to a variety of causes. 
In association with other symptoms it is 
characteristic for peritoneal inflammation 
and when it persists it indicates a diffuse 
involvement of the peritoneum. 

If the process progresses to the point of 
toxemia and circulatory disturbances, in- 
dicating a septic process, the “Hippocratic 
facies” occurs. This is usually an expres- 
sion of the terminal state. Emaciation in- 
creases, the features are pinched, the face 
presents a haggard expression, the eyes 
sink, the skin is dusky, the extremities 
become cold. The tongue is usually dry 
and coated. The mind remains clear. The 
vomitus becomes greenish in color, later 
brownish in color. The vomiting continues 
to be frequent but no longer violent or 
projectile. On account of the atonic or 
paralytic condition of the bowel ileus re- 
sults and obstipation appears. Towards 
the end, symptoms of collapse become 
manifest, the pulse becomes rapid and im- 
perceptible. Many patients remain con- 
scious until the end. 

For the purpose of clarity and descrip- 
tion a brief plan is submitted for consid- 
eration of some of the most important var- 
ieties of peritonitis which occur during 
young life: 

1. Fetal Peritonitis and the Peritonitis 
of Infancy. 

2. Appendicitis and Peritonitis. 

3. Pneumococcie Peritonitis. 

4. Gonococcic, Streptococcic, 
zal, Migratory and Tuberculous. 


Influen- 


FETAL PERITONITIS 


Simpson, in 1838, was the first to re- 
port this condition. He enumerated 25 
cases. Of all the known cases of this na- 
ture only one is reported to have survived. 
Most of these infants are still-born and 
the others die in a few days or weeks. 

The peritonitis may be due to a pre- 
natal infection which is transmitted by 
the blood-stream from an infected mother. 
These cases are relatively rare. There are 
also a few instances of fetal peritonitis, 
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syphilitic in origin, where spirochetes 
have been found in the ascitic fluid. 

Finkelstein (Lehrbuch der Saugling’s 
Krankheiten) states that there are a num- 
ber of still-born children or those who die 
shortly after birth who show adhesions 
and band formations which indicate that 
an intra-uterine peritonitis had existed. 
Closer investigation shows that a certain 
proportion of these patients showed other 
evidence of congenital syphilis. Occasion- 
ally such intrauterine peritoneal inflam- 
mations may be due to the fact that the 
tuberculous infection in the mother has 
passed through the placenta and the possi- 
bility of a gonorrheal infection acting in a 
similar way has been suggested by Ballan- 
tyne. Fetal ascites is sometimes observed 
and may interfere with the birth of the 
child. This ascitic manifestation is not 
necessarily associated with fetal periton- 
itis. It may depend upon a gummatous 
infiltration of the liver, obstructing the 
portal vein and its branches, or upon 
malformations of the circulation. These 
children also frequently are still-born or 
die shortly after birth. 


Ballantyne reports cases of plastic per- 
itonitis in newly-born infants without ef- 
fusion usually leading to peritoneal ad- 
hesions. Perhaps some of the intra-ab- 
dominal and pelvic malformations may be 
due to fetal peritonitis and adhesions. In 
such instances, however, it would be ne- 
cessary to assume that the peritonitis oc- 
curred early in fetal life before the mal- 
formed organ is fully developed or dur- 
ing its development. Occasionally a chy- 
lous ascites is observed in early infancy. 
While many of the cases of fetal ascites 
are of obscure origin, nevertheless a cer- 
tain proportion are undoubtedly due to 
fetal peritonitis. Possibly a more im- 
portant factor in the causation of fetal 
peritonitis is malformation or develop- 
mental anomaly of the abdominal viscera. 
Meconium may enter the abdominal cavity 
through a perforation in Meckel’s diverti- 
culum. In any anomaly of the urinary 
bladder, where communication exists be- 
tween the bladder and the uterus, the 
urine may seep through the uterus and 
tubes into the abdominal cavity and cause 
an aseptic peritonitis and adhesions of 
the viscera. Congenital malformation, or 
stricture or stenosis of the intestine, may 
lead to perforation and peritonitis. Vol- 
vulus may occur during intra-uterine life, 
though it is difficult to determine whether 
the obstruction resulting is the cause or 
the effect of peritonitis. Perforations of 
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the large intestine have been reported 
where no developmental anomaly has been 
present to account for the rupture of the 
bowel. It has been assumed that the ma- 
jority of them occur during the act of 
birth. In these latter cases rupture usu- 
ally occurs in the colon, the sigmoid flex- 
ure being the point of election, particularly 
if it happens to have a long mesentery. 

Finkelstein believes that peritonitis dur- 
ing the first few days of life may result 
from ulcers of the stomach or duodenum. 
Such cases must, however, be extremely 
rare. 

The diagnosis of fetal peritonitis is 
made under the greatest difficulty. The 
prognosis of the infected, as well as the 
perforated, types is most unfavorable. 
Those with the dry or plastic form of 
peritonitis frequently escape recognition 
until the results of adhesions produce 
definite symptoms. 


ACUTE APPENDICITIS 


Appendicitis in children, as in adults, is 
probably the most frequent cause of peri- 
toneal inflammation. In the very earliest 
stages of appendicitis, the inflammation is 
confined to the mucosa, though even at this 
period pus cells tend to form foci of in- 
flammation in the walls of the appendix. 
This may soon extend into the muscular 
coats. As the process progresses the in- 
feetion extends from the appendix to the 
peritoneum. A localized peritonitis may 
occur with a small amount of serous ef- 
fusion with fibrinous deposits or a puru- 
lent exudate. There is, very early, a ten- 
dency of the peritoneum to wall off the 
infective process in the form of plastic ad- 
hesions between the cecum, ileum, omen- 
tum and anterior parietes. The inflamed 
appendix may lie behind the cecum and 
produce a retrocecal abscess, or it may 
point upwards toward the kidney produc- 
ing suppuration in that region. If the 
appendix becomes gangrenous and _ per- 
forates, the intestinal contents may be 
poured into the walled off cavity or it 
may find its way into the general peri- 
toneal cavity. 

“There are three important points con- 
cerning the peculiarities of the child’s ap- 
pendix which materially influence the 
course and the progress of inflammation 
in this organ during childhood.’’** 

1. The large amount of lymphoid tis- 
sue in the child’s appendix is apt to result 
in a rapid spread of the infection and 
early involvement of a wide area. 


**Fraser—Surgery of Childhood, Vol. II (p. 825.) 


Jour. M.S.M.S. 


2. The appendix wall is relatively thin 
and, therefore, the infection soon be- 
comes peritoneal. 


3. The omentum of the child is not 
completely developed, especially in the 
early months of life, and its protective 
influence in walling off is therefore less 
effective. 


In fact the outstanding characteristic of 
an acute appendicitis in the child is that 
it is more likely to be a rapidly spreading 
and intensive infection than the corre- 
sponding disease in the adult. 

Appendicitis may occur at any age. In 
a review of the literature which I made 
several years ago, I found 80 cases of ap- 
pendicitis in children under 2 years of 
age, some of them occurring during the 
first weeks or months of life. It is true 
that the disease occurs most frequently 
after the 5th year, though no period of 
childhood is entirely free from the dis- 
ease. 

John Howland briefly summarized the 
characteristics in early life and considers 
that three factors combine to make the 
diagnosis difficult: 

1. The disease usually runs a course 
different from that in adults. It is more 
insidious. There are fewer positive symp- 
toms and a greater tendency to general 
septic peritonitis with little previous 
warning. 

2. Acute digestive disturbance with 
fever is so frequent in infancy and may 
occur with such severe toxic symptoms 
that we are more inclined to think of ali- 
mentary intoxication than appendicitis. 

3. With very young infants we must 
rely on objective symptoms, the subjec- 
tive being unreliable, variable and mis- 
leading. 

There can be no doubt that many cases 
of apendicitis in early infancy are over- 
looked and recognized only when general 
septic peritonitis has developed. 


PNEUMOCOCCIC PERITONITIS 


Pneumococcic peritonitis may be classed 
among the most fatal diseases of child- 
hood. This condition occurs most fre- 
quently in female children. In a relatively 
small number the disease is due to a pneu- 
mococcus infection of the pleura or lungs 
or some pre-existing pneumococcic lesion. 
Otitis media may be a primary focus. Ow- 
ing to the fact that the condition occurs 
most frequently in little girls it has been 
assumed that the invasion is through the 
genital tract reaching the peritoneal cav- 
ity by the way of the fallopian tube. 
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Recently the opinion has become more 
or less general that pneumococcus periton- 
itis is due to a direct infection through the 
genital tract. The primary variety of the 
disease, or a pneumococcal septicemia is 
not accepted as a frequent etiologic factor. 
The largest number of cases occur during 
the winter and spring months and when 
pneumonia and acute respiratory infec- 
tions are prevalent. 

The disease presents itself in two dis- 
tinct varieties. 

1. A localized, circumscribed abscess. 

2. Acute diffuse peritonitis. 

Every case of diffuse peritonitis prob- 
ably commences as a circumscribed pro- 
cess. As a matter of fact, we are con- 
vinced from the clinical reports and the 
necropsy findings that the lesion may 
either remain circumscribed, producing a 
local abscess, or become diffuse. In our 
patients and in those whom we have seen 
in the practice of other physicians, the 
circumscribed variety seems to be rare as 
compared with the diffuse. 

With respect to the clinical course of the 
circumscribed cases, we learn from case 
reports that the onset occurs suddenly, 
perhaps during the night while the patient 
is asleep, or possibly in the daytime while 
at play. Pain usually is severe and local- 
ized, occuring more often on the right side 
than on the left. Very frequently it is 
felt over the entire abdomen. At times it 
is described as sticking and again as col- 
icky. The pain of circumscribed periton- 
itis, which may either be intermittent or 
constant, is always present and constitutes 
a leading symptom. The suddenness of 
the onset and the severe pain are char- 
acteristic of pneumococcic peritonitis. Per- 
haps hours or days after the initial pain, 
vomiting begins. The vomited material 
consists at first of the gastric contents; 
later it contains biliary matter; eventually 
vomiting increases in frequency and sever- 
ity, threatening to exhaust the little pa- 
tient. 

Diarrhea may make its appearance 
early, following upon an initial constitpa- 
tion, or it may even be entirely absent. The 
temperature may not reach a very high 
point, but, as a rule, it rises rapidly and 
resembles the high temperature which is 
noted in lobar pneumonia. Herpes labialis 
has been reported frequently. Chills have 
been noted occasionally and, in younger in- 
fants, convulsions are not a rare occur- 
rence. Cerebral symptoms simulating 
meningitis may occur in this as well as in 
the diffuse form of peritonitis. 
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Regarding the course of the disease as 
a whole, it may be stated that, without any 
marked prodromata, the child falls ill with 
high fever, abdominal pain, vomiting, and 
sometimes diarrhea. The little patient 
looks badly ; the pulse is rapid, and difficult 
to count. When examined early, the ab- 
domen is usually not found to be distended ; 
although it is not easily compressed, the 
muscular rigidity, so common a symptom 
in other intra-abdominal processes, is not 
present. 

The further course of the disease is as 
follows: After several days of severe ill- 
ness, a cessation of symptoms seems to oc- 
cur similar to that which is observed dur- 
ing the course of appendicitis. Perhaps 
on the second or third day the patient be- 
comes more quiet; pain decreases; the ab- 
domen is less distended, possibly soft. This 
has been called the period of ‘deceptive 
calm,” and it may be assumed that the dis- 
ease process is continuing in some other 
organ. The localized collections of pus at 
this time tend to point outwardly, par- 
ticularly in the region of the umbilicus. 
Frequently they may be palpated, giving 
the impression of tumorlike masses. The 
region is often tender to the touch. 

The diffuse type of pneumococcic peri- 
tonitis is not uncommon. It tends to run 
a severe and in most instances, a rapidly 
fatal course. The disease commences 
acutely, associated with violent abdominal 
pain, high fever, severe diarrhea, and. 
vomiting. Diarrhea is usually present, 
although constipation is recorded occa- 
sionally. The condition of the patient is at 
once serious. The cheeks and ears are red 
and then become cyanotic; the face and 
eyes are sunken, the nose pointed, and the 
alae nasi actively dilated; the lips dry and 
fissured, sometimes with exudate; the 
tongue is dry and heavily coated; the fa- 
cial expression is anxious; respiration is 
superficial and frequent, sometimes ir- 
regular. The pulse is usually small, ir- 
regular, and at times so rapid that it can- 
not be counted. The temperature may 
reach 104° or 105° F., though, in some 
cases, it may fall below normal. As the 
disease progresses, the abdomen becomes 
more and more distended, tense and pain- 
ful. There may be dullness in the flanks. 
In some cases, the abdomen is tense or 
meteoristic without actual muscular ri- 
gidity being present. 


GONORRHEAL PERITONITIS 
Gonorrheal peritonitis is seldom en- 
countered in childhood. This is contrary 





678 


to what one would expect in view of the 
relatively large number of children suf- 
fering from gonorrheal vaginitis. Occa- 
sionally one observes a circumscribed gon- 
orrheal, peritoneal infection similar to 
that which is found in adults. The gon- 
orrheal infection may become diffuse in 
the abdomen cavity and give rise to high 
fever and peritoneal symptoms which may 
last for weeks. It is generally stated that 
in this form of peritoneal involvement the 
mortality is lower than in any other form 
of diffuse peritonitis occurring in child- 
hood. Comby places the mortality at 20 
per cent in children. General gonococcus 
septicemia may result from the peritoneal 
infection and is most frequently the cause 
of death. 

Tuberculous peritonitis is the common- 
est inflammatory disease of the peritoneum 
in childhood The acute forms of the dis- 
ease presents itself in two varieties: 

1. The diffuse or miliary type. 

2. The localized type. 

The miliary type is an acute infectious 
process of the peritoneum and is associated 
with a general miliary tuberculosis. The 
acute localized form has its seat of origin 
in the appendix and the ileo-cecal group of 
mesenteric glands. This condition is fre- 
quently mistaken for an acute appendicitis. 
From the regional focus the infection may 
reach the peritoneum by various routes. 
Even in childhood the Fallopian tube may 
become infected with tuberculosis and pro- 
duce a localized form of tuberculous peri- 
tonitis. The chronic form of tuberculosis 
peritonitis presents itself as the ascitic, 
fibrinous (plastic) or caseous (ulcerous) 
form. It will not be necessary to enter 
into a detailed discussion of these varieties. 


SEPTIC PERITONITIS 


Under this heading may be grouped a 
variety of infections, the sepsis usually 
originating in various parts of the body 
and producing metastatic. inflammation. 
The intestine itself may be th eprimary 
focus of infection. In alimentary infections 
micro-organisms may wander through the 
intestinal wall on account of its increased 
permeability due to local disease. This 
condition is spoken of as ‘““Migratory”’ per- 
itonitis. In rare instances septic throm- 
boses of the mesenteric veins may occur 
leading to paralytic bowel and peritonitis. 
In former days septic peritonitis of the 
newborn was more frequent than it is 
now. Umbilical infection was only slightly 
less feared than maternal puerperal sep- 
sis. Ulceration of the umbilicus, endarter- 


DIAGNOSIS OF PERITONITIS IN INFANCY—ABT 





Jour. M.S.M.S. 


itis and endophlebitis of the umbilical 
vessels, as well as peri-vascular inflamma- 
tion were not infrequent causes of sepsis 
and peritonitis in the newly born. Septic 
peritonitis may occur during the course of 
an otitis with thrombo-phlebitis, acute 
tonsillitis, scarlet fever and infiuenza. [ 
recently saw a child of two years of age 
who became ill with an otitis and who, 
during the course of several weeks, de- 
veloped pneumonia and empyema, throm- 
bo-phlebitis of the extremities, localized 
abscesses and a septic peritonitis with a 
great quantity of pus in the abdominal 
cavity, as well as adhesions and peritoneal 
inflammation. 


DIFFERENTIAL DIAGNOSIS 


A number of conditions may simulate 
peritonitis. Acute pyelitis may be ushered 
in with fever, vomiting, abdominal pain, 
localized or diffuse tenderness, and muscu- 
lar rigidity. Little girls are more fre- 
quently affected than boys and the tender- 
ness corresponds to the pelvis of the kid- 
ney. Pus is usually found in the urine 
though it ma ybe intermittently absent and 
in the acute cases it may not appear for 
several days. 

The onset of pneumonia and _ dia- 
phragmatic pleurisy in children may be 
characterized by diffuse abdominal pain 
and tenderness with rigidity. A periton- 
itis may be suspected when in reality a 
pneumonia is in the process of develop- 
ment. Dyspnea, herpes labialis, a pains- 
taking examination of the thoracic organs 
and an X-ray examination of the chest 
will, in nearly every case, enable us to 
differentiate a pneumonia from intra-ab- 
dominal disease. 

Strangulated hernia, injuries to the tes- 
tes or orchitis may at times simulate peri- 
tonitis. 

An acute spondylitis such as occurs dur- 
ing the course of tuberculosis, or after 
typhoid fever may produce symptoms of 
peritoneal irritation. 

Ileus, intussusception, volvulus, renal 
calculus, may occur and may present at 
times difficulties in diagnosis. 


LABORATORY AIDS IN DIAGNOSIS 


Several years ago Denzer proposed to 
obtain intra-abdominal fluid, for bacteri- 
ologic study, by abdominal puncture with a 
specially devised capillary tube. A trocar- 
cannula is inserted through the abdominal 
wall. The trocar is removed and the cap- 
illary tube inserted. The fluid thus ob- 
tained is studied and examined. In care- 














1r- 
ter 
of 


nal 
at 


to 
ey'l- 


-ar- 
inal 


"ap- 














OCTOBER, 1929 


ful hands the abdominal wall may be punc- 
tured with an aspirating needle or with a 
minute trocar such as is used in spinal 
puncture, for securing intra-abdominal 
fluid. 

It is quite generally agreed that a con- 
siderable quantity of indican if found in 
the urine is fairly presumptive evidence of 
peritonitis, especially if other clinical 
signs are present. 

In infectious peritonitis the leucocyte 
count is nearly always high, usually with 
an increase in the polymorphonuclear 
cells. 

In 1920 Sambatti described a reaction 
in the urine based on the presence of what 
he called chromogenic substances which 
occur in cases of acute peritonitis. Many 
internists and surgeons have used this test 
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and while there still continues to be some 
difference of opinion as to its value most 
of them agree that it has its place in diag- 
nosis and prognosis. 

The technic of the test consists in taking 
2-3 c.c. of concentrated nitric acid and 
adding urine to form a contact zone. 
Above the zone of contact, which is reddish 
brown, observed in any urine, a blue-grey 
color develops in case the reaction is pos- 
itive. After standing the color diffuses 
throughout the urine and after several 
hours without shaking a ruby-red color 
can be extracted with chloroform. Deutsch 
and Graham repeated Sgambetti’s experi- 
ment and did not believe the reaction was 
specific for peritonitis. They thought that 
the red obtained by the reaction is indigo- 
red. The diagnostic importance of the test 
is similar to that of indican. 





EARLY DIAGNOSIS OF PREGNANCY 


The diagnosis of uterine pregnancy is readily 
made after the first two months of gestation in 
the average case, and in experienced hands an 
almost positive diagnosis is often possible during 
the first eight weeks of pregnancy. It is often of 
importance to make an early diagnosis between 
normal pregnancy and various pathologic condi- 
tions, notably fibromyomas of the uterus, extra- 
uterine pregnancy, inflammatory tumors and ovar- 
ian cystoma. Marion Douglass, Cleveland, empha- 
sizes a sign that can be recognized by the pelvic 
examination in a high percentage of cases in the 
first month of pregnancy. The sign is as follows: 
In the vast majority of cases within a week or ten 
days after the first missed period, a slight resil- 
ience or elasticity of part of the fundus may be 
felt on manual examination. The vaginal finger 
moves its way, step by step, advancing up the 
anterior uterine wall. By careful palpation 
through the bladder, the uppermost point of the 
cervix is felt, above which is the slight depression 
marking the site of the future lower uterine 
segment. This is the forerunner of Hegar’s sign. 
The upper part of the uterus may feel hard, firm 
and “like a potato,” but immediately below this on 
the front of the fundus uteri the rubbery elasticity 
may be made out extremely early. If the finger 
is pressed firmly into the uterine musculature 
at this point or just above, it may be felt by the 
examiner to be making an indentation or depres- 


sion in the musculature beneath its palmar sur- 
face. If the finger is moved to the side and re- 
turned to the original point of pressure, the de- 
pression made by the finger may be felt clearly to 
persist in the uterine musculature. The impres- 
sion is that of “pitting edema.” Under ordinary 
circumstances this effect cannot be reproduced at 
all on normal nonpregnant uterine musculature. 
In observations made in approximately forty cases 
of early pregnancy, in which a diagnosis had not 
yet been made, the sign was elicited in 60 per cent 
of cases within three weeks after the first missed 
period and in many of these within the first week. 
Further observation of these forty cases proved 
pregnancy in more than 90 per cent of cases in 
which the sign was positive. The examination 
of the phenomenon of the changed consistency and 
the persistence of a compressed area in the uter- 
ine muscle is probably merely the hightened vas- 
cularity of the uterus and increased bogginess of 
its musculature. This sign has been extremely 
valuable in the diagnosis of uterine pregnancy in 
early cases in which “bellying” of the uterus is 
slight and before the globular shape and antero- 
posterior diameter increase have become demon- 
strable. Douglass feels fairly confident in saying 
that this is a reliable sign of early gravidity and 
that it frequently occurs when there are no other 
signs in the uterus which might make a diagnosis 
possible—Journal A. M. A. 





FINDS NEARLY ALL THE GLANDS PLAY PART IN REPRODUCTION 


The endocrine glands of the body have almost 
all some part to play in the process of reproduc- 
tion, it appears from studies made by Dr. Oscar 
Riddle of The Carnegie Institution and reported 
at the Portland meeting of the Society for the 
Study of Internal Secretions. They play their re- 
spective roles through the powerful hormones 
they secrete. 

“It appears that nearly all of the internal se- 
cretions are intimately concerned in one or an- 
other special aspect of reproduction,” stated Dr. 
Riddle. “The facts now known indicate that the 


essential aspects of the mechanism of reproduc- 
tion are not under the control of the nerves.” 

Dr. Riddle and his associates have been study- 
ing the relation between glands and reproduction 
in birds. They found certain seasonal changes in: 
size and functional activity of some glands cor- 
responded with the period of greatest activity in 
the reproductive organs. Dr. Riddle has concluded 
from his studies that true hormones are meant 
primarily to regulate the activities and co-ordina- 
tions which are part of certain essential rhythms 
of the body, among them the species-preserving 
rhythms of reproduction.—Science Service. 
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HEMORRHAGIC DISEASE OF THE NEWBORN* 


J. C. S. BATTLEY, M. B. (Toronto)** 
PORT HURON, MICHIGAN 


Hemorrhage in the newborn may be divided conveniently into three groups: 


First, 


one associated with trauma; second, one dependent upon infection; and third, that con- 


taining the so-called primary or idiopathic hemorrhage. 


The last condition, a relatively 


uncommon one, having as its cause a blood dyscrasia which is not completely under- 


stood, is dealt with in this paper. 


Idiopathic hemorrhage disease occurs in the first week of life, usually appearing on 


the third or fourth day. 


Its characteristic feature is a spontaneous, persistent bleed- 





ing frequently from different parts of the —— - 


| middle of the century Weber‘ observed a 


: é 1s, | great delay in the coagulation of the blood. 
epistaxis, hemorrhagic areas in the skin, | 


body. This manifestation includes bleed- 
ing from the navel, melena, hematemesis, 


mucous membrane and subcutaneous tis- 
sue, and occult bleeding. There also may 
be evidence of intracranial bleeding. At 
necropsy hemorrhagic areas may be found 
in the mucous membrane of the gastro- 


intestinal tract, in the pericardium, peri- | 
toneum and pleura, in the internal organs | 


and in the cranial cavity. The disease runs 
a self-limiting course resulting in rapid re- 
covery, in early death from exsanguination 
before the process becomes checked, or 
in death from derangement of the function 
of a vital center by bleeding into or around 
it. It may be mild or very severe, with a 
mortality, untreated, of 35 to 85 per cent. 
The incidence in all births is about one-half 


elements of the blood, the disease gives the 
picture of a secondary anemia. 

Although this malady is now thought of 
as a clinical entity, our knowledge of it is 
comparatively recent. 
mention was by Mauriceau in 1682'. In 
1850 Henry I. Bowditch? of Boston, re- 
ported twelve cases of hemorrhage from 
the umbilicus with a description of signs 
and symptoms. Two years later, Francis 
Minot* of the same city described the con- 
dition with an analysis of 46 cases, 84 per 
cent of which were fatal. He alluded to 
the description of a well marked case with 
a colored plate illustrating postmortem 
changes, in Cheyne’s ‘Essays on the Dis- 


At this time the causes assigned included 
hereditary predisposition, the influence of 
sex, derangement of the function of the 
liver and an imperfect closure of the umbil- 
ical vessels. Treatment was affected by 
means of astringents, styptics and mechan- 
ical pressure. In 1891 Charles W. Town- 
send’ recorded a series of 32 cases, along 
with an accurate description of the disease, 
to which he gave the name by which it is 
now usually known, “Hemorrhagic disease 
of the newborn.” He later reported a sec- 
ond series of 50 cases® with a table giving 
the sources of the bleeding, which occurred 
most frequently in the gastro-intestinal 
tract, in the skin and from the navel. The 


_ incidence was 0.57 per cent and the dis- 
of one per cent. As reflected in the cellular | 


Probably its first | 


eases of Children,” published in Edinburgh | 


in 1801. He also referred to an account of 


the disease by Capuron in ‘“‘Traite des mal- | 


adies des enfants jus qu ’ a la puberte,” 


published in Paris in 1820, and to two ar- | 


ticles in the London Medical Gazette of 
1849 and 1850. In Germany about the 


* Read before the Genesee County Medical Society at Flint, 
Michigan, January 9, 1929. 

**J. C. S. Battley, M. B. University of Toronto, 1919. Post- 
Graduate Study, University of Toronto, Johns Hopkins 
and Yale Universities 1919-1922. 
of Pediatrics, Henry Ford Hospital, Detroit, Mich., 1923- 
1926. Lecturer in Pediatrics, University of Western 
Ontario, 1927-1928. Now specializing in Pediatrics in 
Port Huron, Mich. 


tribution between the sexes about equal. 
He wrote, “When bleeding occurs in the 
newborn, it is apt to occur from various 
parts of the economy, the affection being 
general and not a local one.” The condi- 
tion was reviewed by Abt’ in 1903, who 
added a series of cases and listed ulcers of 
the stomach, constitutional states, head 
injuries, syphilis and infection, as supposed 
causes. He himself suggested an ab- 
normal condition of the blood. German® 
and French® observers also focused atten- 
tion on a blood abnormality when they 
noted prolonged coagulation periods. 

The transfusion of a severe case of hem- 
orrhagica neonatorum, in 1908, by Carrel 
who made ‘an anastomosis between the 
right popliteal vein of the baby and the left 
radial artery of the father, marked an 
epoch making stride. The words of Lam- 
bert'® who reported it indicate the gvreat- 
ness of this achievement. ‘Enough blood 
was allowed to flow into the baby to change 
her skin from a pale transparent white- 
ness to a brilliant red color,” ‘The child 
made an uninterrupted recovery,” “The 


_ striking thing in the case is that the dis- 


Associate Department | 


ease ceased suddenly and the child has 
been cured from the moment of the trans- 


- fusion of blood.’’ We can well imagine that 
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to these men, as they watched, came that 
rare experience which it is the privilege of 
few to have, when nature yields up a secret 
and for a moment allows us to see beyond 
the curtain of the unknown. Subsequent 
to this other successful transfusions"! were 
recorded. In 1910 Mosenthal!? voiced the 
opinion then becoming current by refer- 
ence to the abnormal clotting quality of 
the blood which was remedied by giving 
normal blood. Schwarz and Ottenberg™ laid 
emphasis on the uncontrollable character 
of the hemorrhage and the fact that the 
blood coagulated, if at all, very slowly. 
They concluded that impaired coagulation, 
due to a destruction of, or an interference 
with, the production of thrombokinase was 
the immediate cause. Horse serum, in- 
jected to control the bleeding, was thought 
to be of doubtful value. Welch" was the 
first to use human blood serum subcutane- 
ously, and in a series of nine cases, only 
one died. Schloss and Commiskey", 1°, in- 
troduced the subcutaneous use of whole 
blood. 


In seeking the etiology of this disease, it 
was natural, at a time when bacteriological 
studies were so successful in revealing the 
cause of many morbid conditions, that 
search should be made for a specific micro- 
organism. Townsend adhered to an in- 
fective origin and Green and Swift?’, in 
series of 51 cases, noted, in the winter 
months, a mild epidemic. Many investiga- 
tions were made and various organisms 
were described as the etiological factor. 
Kilham and Mercelis'® found that great 
confusion existed concerning a specific mi- 
croorganism and Schloss and Commiskey"’, 
in a lengthy review of the subject, came to 
the conclusion that bacterial findings were 
usually incidental. It is, however, generally 
recognized that hemorrhage may occur in 
severe sepsis of the newborn and, indeed, 
in most infections they may contract. Also, 
writers are agreed that congenital syphilis 
is a cause. Green’? noted that patients 
with hemorrhagic disease often gave a his- 
tory of parental syphilis or had evidence of 
the disease in themselves, and Hess” drew 
attention to cases of birth hemorrhage in 
syphilitic babies, attributing it to changes 
in utero brought about in the fetal vascular 
system by the syphilitic virus. 


It is likely that instances of the above 
mentioned infections, as well as traumatic 
hemorrhage and that from local causes 
such as ulceration of the bowel, were in- 
cluded in reports of the earlier writers. But 
we have come to recognize that there is a 
tvpe of spontaneous bleeding, with signs as 
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outlined at the beginning of this paper, and 
which appears to depend upon an abnormal 
condition of the blood itself. 


There is normally in the first week of 
life a considerable destruction of blood ele- 
ments. The red count may drop as much 
as 1,000,000 cells per cubic millimeter and 
the hemoglobin about 10 per cent. The 
leukocytes may also fall from 20,000 to 
10,000 per c.m. The average coagulation 
time as determined by the method of 
xodda*? is seven minutes, with a range of 
five to nine minutes. There is a tendency 
to prolongation over the second, third and 
fourth days with a maximum on the fifth 
day, and a return to the time obtained dur- 
ing the first 24 hours before the tenth day. 
The bleeding time by Duke’s*? method 
shows the same general type of curve as 
the clotting time, an average of three and 
one-half minutes and a range of two to 
five minutes. The effect of gas anesthetics 
used during labor, as nitrous oxide and 
ethylene, on the bleeding and coagulation 
time has been studied by Sanford?’*, who 
found that the former caused a prolonga- 
tion of the average bleeding time at birth 
of one minute and of the coagulation time 
of two minutes, and the latter of two and 
three minutes respectively. Both corre- 
sponded to normal in nine days. Thus it 
would not seem that these anesthetics play 
a part in the causation of hemorrhagic dis- 
ease. However, conditions may be present 
which appear to favor hemorrhage. The 
coagulation time may be prolonged to 20 
or 80 minutes and yet there be no bleeding ; 
but if with this, the bleeding time is even 
slightly increased, hemorrhage is almost 
certain to start. Again if the coagulation 
time is only slightly lengthened but the 
bleeding time at all prolonged, signs of 
hemorrhage may appear**. In cases re- 
ported by McCollum*! 85 per cent showed 
the bleeding time increased to about twice 
that of the clotting time, the former aver- 
aging 16 and the latter eight minutes, and 
in some cases the clotting and bleeding 
time were normal. It would appear that a 
complex of delayed coagulation time and 
prolonged bleeding time determines the 
onset of hemorrhage. 


The mechanism of this process has been 
explained best by the work of Whipple’. 
In a study of various hemorrhagic condi- 
tions, based on the Howell?’ theory of blood 
coagulation, he showed that they were 
wrapped up with the anti-thrombin pro- 
thrombin balance. In the hemorrhagic 
disease of newborn babies there is in most 
instances a relatively sudcen disappearance 
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of prothrombin from the blood stream. Ac- 
cording to the Howell theory, anti- 
thrombin holds pro-thrombin in balance 
and a relative increase of the former leads 
to bleeding. The therapeutic administra- 
tion of serum or blood restores this bal- 
ance, stimulates the formation of pro- 
thrombin and the bleeding stops. The mal- 
ady would seem to be more of a blood ab- 
normality than an affection of the vascu- 
lar bed as one would not expect so rapid 
a change in the condition of the vessels. 


Clinical experience and scientific investi- 
gation of this problem have placed modern 
treatment on a sound basis. It consists 
of transfusion, using about 15 c.c. of blood 
per kilogram of body weight or of the sub- 
cutaneous injection of 15 to 30 c.c. of whole 
blood repeated, if necessary, at four to six 
hourly intervals. As the former procedure 
is one requiring considerable surgical skill 
and is done with difficulty outside of a 
suitably equipped hospital, the latter has 
come into greater vogue, and in most cases 
is sufficient to control the hemorrhage. 
Treatment should not be deferred until 
coagulation and bleeding tests have been 
done, but should be preceded with at the 
first sign of bleeding. These tests enable 
one to accurately follow the course of the 
disease. If hemorrhage occurs within the 
cranial cavity lumbar or ventricular punc- 
ture may be required to reduce the in- 
creased intracranial pressure. In this con- 
nection it is well to bear in mind as Ehren- 
fest?’ has pointed out that a tentorial tear, 
otherwise unimportant, may give rise, if 
the patient happens at the same time to be 
suffering from hemorrhagic disease, to ex- 
tensive bleeding. Reduction of this in- 
creased pressure should not be attempted, 
unless very urgent, until the injected blood 
has had time to increase the clotting power 
of the patient’s blood. Otherwise fresh 
hemorrhage may result. 


While it is not likely that the treatment 
of hemorrhagic disease will be changed by 
newer knowledge, prophylaxis will un- 
doubtedly become important. What is at 
the basis of the blood changes is still a 
mystery. In an experimental study of the 
pathogenesis of hemorrhagic conditions in 
the newborn, Graham?’*, in 1912, felt that a 
part was played by a number of toxic 
agents. Whilc this may be so when ap- 
plied to the larger field of hemorrhagic 
states which he considered, the clear cut 
features of the disease under discussion 
make it likely that a single cause, or set 
of causes, the same in each instance, is op- 
erative. Work recently done is inviting of 
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interest. Moore and Brodie*’ found that a 
lack of vitamin B in the diet of experi- 
mental rats resulted in hemorrhagic con- 
ditions in the young. They observed a 
child who suffered from a fatal hemor- 
rhagic illness, whose mother during preg- 
nancy happened to receive a diet contain- 
ing practically no vitamin B. A necropsy 
showed extensive internal hemorrhage and 
in the microscopic examination of nerve 
tissue, changes similar to those of beri-beri 
were demonstrated. Sooy and Moise*’ used 
the quartz lamp in hemorrhagic conditions 
in the newborn with benefit. In Toronto, 
McCollum*! noticed a seasonal incidence, an 
increase in the number of cases beginning 
about the first of October, reaching a max- 
imum in January and falling rapidly about 
the first of April. This, he has linked with 
the variation in the ultra-violet light of 
the sun’s rays, which in the latitude of 
Toronto follows a curve inverse to that of 
the incidene of cases observed, and has 
suggested a relationship between it and a 
lack of the anti-neuritic vitamin. In the 
case of Kugelmass and Tritsch*' bleeding 
was predicted from a study of the maternal 
blood and successful prophylaxis was in- 
stituted. A mother who had lost several 
children from this disease entered upon her 
fifth pregnancy. A _ deficiency of pro- 
thrombin was demonstrated in her blood 
and so remedied by high protein feeding 
that the newborn infant did not suffer as 
had the others. 

That it is altogether a matter of such 
deficiencies is improbable as twins would 
surely be affected alike. Sanford** recorded 
a twin birth, without anesthesia, with a 
coagulation time in one baby of 13 min- 
utes and a bleeding time of 10 minutes, 
and in the other of six and five minutes re- 
spectively. In a twin delivery by Rodda‘ 
one child, with a coagulation time of 32 
minutes, died as a result of intracranial 
hemorrhage, while the other with a coagu- 
lation period of 15 minutes, survived. A 
factor as yet unknown in the infants them- 
selves would seem to play a part. 


Our more recent knowledge of the under- 
lying factors of hemorrhagic disease in the 
newborn is as yet inco-ordinated but is a 
matter of interesting conjecture. The so- 
lution of the problem may, in all probabil- 
ity, lie along the lines of the newer aspects 
of nutrition. 
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EMOTIONAL 


UPS AND 


DOWNS CHARTED 


BY PHYSIOLOGIST 


After studying the moods of twclve normal 
men every day for an entire year, Rex B. Hersey, 
psychologist at the University of Pennsylvania, 
has found that emotional states go in cycles. In 
a report of his investigations to the Personnel 
Journal, Mr. Hersey tells how, day after day, he 
watched the twelve working at their regular jobs 
and noted their cheerfulness, jesting, anger, or 
irritation. In the evening he spent much of the 
time with them in their homes or elsewhere. He 
evolved a method of grading their emotional states 
in twelve levels, ranging from the highest level 
which he called happiness or elation, down to the 
lowest level of worry. 

Judging by the emotional charts of these nor- 
mal men, each person has his own characteristic 
emotional curve. From feeling sad or gloomy 
or below par, his general emotional tone tends to 
rise. He reaches the top of his working form 
and is as happy or cheerful on the average as 
he is ever likely to be. Then his emotional tone 
sags, and his work is likely to sag, too, or at 
best he puts more effort into it. 

The shortest time taken to complete one curve 


of emotional ups and downs was three weeks. 
The longest was nine weeks. But each man fol- 
lowed his own characteristic curve over and over 
through the year and did not vary from it by 
more than a week. The degree of emotional 
heights and depths reached by each individual 
was characteristically different. Some ran a wide 
gamut of emotions. Others were much less 
variable. 

The curves could not be satisfactorily accounted 
for by environmental happenings, climate changes, 
or any physiological changes that could be meas- 
ured, the psychologist declared. It is possible 
that the emotional tone may be in some way in- 
volved with variations in the balance of power 
in the body between energy spending and energy 
building mechanisms. 

I'urther investigations are now in progress to 
confirm the findings on these twelve men, Mr. 
Hersey stated. If the emotional cycles are proved 
to be a universal human trait, they may give a 
serious jolt to the present industrial tendency 
to expect a set amount of production fro meach 
worker at all times.—Science Service. 





PLACING THE 


BLAME 


(Wayne County Medical Bulletin) 


So long as the medical profession continue to 
be the dupes they have been in the past (by giv- 
Ing their services to free clinics) this type of 
abuse will continue. So long as the struggling 
young doctors will vie with each other for clinic 
appointments that they may treat gratis, patients 
they should be treating in their offices, for the 
privilege of seeing their names appear in small 
print on the back page of the hospitals’ annual 


report as voluntary flunkeys, clinics will have 
plenty of funds to expend. When the time comes 
that they demand an equitable system of opera- 
tion, there will be a profusion of old maids look- 
ing for occupations other than convincing thrifty 
persons that they are objects of charity, and until 
that time does come there can be no real concilia- 
tion between clinics and the medical profession. 
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THE PRESENT STATUS OF THE TREATMENT OF BRONCHIAL ASTHMA* 


GEO. L. WALDBOTT, M. D.** 
DETROIT, MICHIGAN 


One can readily appreciate that the treatment of a disease, the cause of which is un- 
known, must on the whole be unsatisfactory. On the other hand, during recent years, 
a great number of facts have been determined which, although they do not entirely ex- 
plain the mechanism of asthma, give us a clue to successful treatment. It is well to bear 
in mind that attacks can be prevented when caused by known substances. But, since 
the primary cause for the inherited asthmatic physico-chemical unbalance is not at 
present understood, there cannot be a treatment which is a certain cure for all cases. 

In treating asthma it is of paramount -—— —- 


importance to be aware of the following | substance, (2) specific desensitization. If 
facts: one does not find the cause, non-specific 
1. A right diagnosis is essential. I | therapy should be instituted. 

have been called upon to attend patients | 

with heart disease, foreign bodies in the ELIMINATION OF SENSITIZING SUBSTANCE 
lungs, thymus hyperplasia, etc., who by 
their wheezing and dyspnea resembled true 
allergic asthmatics so closely that they 


pales ima and treated as asth- agents that causes the attacks. May I 
Cc De 


_ quote one of the most impressive facts in 

2. It is known that spontaneous cures, this regard which has lately been brought 
sometimes of long duration, occur. The  oyt by Figley? He found that 30 patients 
absence of certain substances in the air or became asthmatic following inhalation of 
in the patient’s surroundings may account qdyst from a castor-oil bean mill which 
for this apparent cure and not the therapy | contaminated the air of certain suburban 
used. districts in the city of Toledo. A similar 

3. In certain cases the administration ‘‘epidemic” of asthma was detected by Fru- 
of a drug of any kind may tend to bring on | goni in Italy caused by a parasite in grain, 
the symptom-free interval of the disease. and by Van Leuven in Holland due to con- 
For instance, I have seen one patient who | tamination of the air by the products of a 
was relieved for years following admin-  fungus-like organism called aspergillus. 
istration of a drug which contained ar- Cushman has discovered that a certain dye 
senic, another one after taking iron. Ex- used in a fur factory elicited asthma 
perience has shown that these drugs are | among some workmen. Recently, Bernton 
without any value in other patients. The in Washington found that the mulberry 
same holds true with operations, injec- tree was an effective cause, Balyeat in Ok- 
tions, climatic changes and accidents. I lahoma that English plantain produced 
know of a patient who became freed from | asthma in a great many patients. Theo- 
severe pollen asthma of long standing fol-  retically, therefore, the treatment which 
lowing a fall on his nose and a fracture of | consists in removing causative agents 
the nasal bones. One must be very critical | from the patient’s surroundings is never 
in interpreting such results. complete if one considers that there are 

4. One should realize that in determin- thousands of agents in the air of which 
ing the cause or the causes, it is not only wehave no knowledge. On the other hand, 
the patient’s body that has to be examined; | one must admit that the removal of 
The dust of his home, the vegetation of his chicken feathers, of orris root, rabbit hair, 
neighborhood, his food, his habits, his elimination of foods and so forth has re- 
clothing and toilet articles should also be | lieved many patients of their suffering. 
thoroughly scrutinized. 

If one is able to determine the offensive DESENSITISATION 


articles, one can follow one of two pro- | 


ion 1) eliminati f th atc | Desensitisation consists in injecting 
cedures, (1) elimination of the causative ' small amounts of the sensitizing substance 


* Presented before the Section on Medicine, 108th Annual | 1N increasing doses. At the present time 
ceetenke of ee ne Medical Society, Detrot. | ite grent domain i the pollen Gesunsiien 
**Dr. Waldbott is a graduate of Heidelberg University, class | tion for the hay fever asthma. If one does 
of 1920; ntemel at the Gasein Howital st Frankfurt have failures with this method, it is due 
At present in charge of Allergy Clinics at the Children’s either to choosing the wrong pollen or 
a of Michigan, North End Clinic and Grace Hos- group of pollens or not reaching a suf- 





In only a small percentage of our cases 
these articles are known. In refractory 
cases it is usually one of the unknown 
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ficiently high concentration of the extract 
when the hay fever season starts. 

The other types of asthma in which de- 
sensitisation is most effective are bacterial 
and emanation types. Autogenous vaccine 
in increasing amounts should always be 
resorted to if there is reason to believe that 
the patient’s allergy is elicited by bacteria 
and if the source cannot be removed other- 
wise. Tuberculin in increasing amounts 
should be used in tuberculous asthma. One 
of the most recent methods is desensitiza- 
tion with the patient’s house dust. Very 
good results indeed have been obtained by 
this therapy. 

Attempts have been made to use the 
same method in treating food asthmatics. 
Some have administered extracts of food 
to which the patient is sensitive by hyper- 
dermic, others have given small amounts 
of the sensitizing food in increasing doses 
by mouth. The results, however, are not as 
encouraging as vaccine and dust extract 
therapy. When the asthma attacks were 
produced by injections of therapeutic sera 
I believe desensitization with this serum 
should always be carried out. 


In attempting to remove the specific 
cause for asthma, one frequently encount- 
ers the presence of focal infections. In- 
deed, the extraction of a carious tooth or 
the removal of tonsils or a sinus operation 
is occasionally a helpful therapeutic meas- 
ure. But, warning should be given against 
routine nose and throat surgery. Sinusitis 
is very frequently more the result than the 
cause of asthma, on account of the chronic 
catarrhs present among allergics.? I have 
seen only one nasal pathology, the removal 
of which is nearly always accompanied 
by good results, namely polypi. Where 
there is a complete or nearly complete ob- 
struction of the nasal passages, nasal 
operation is imperative. 

There is no doubt that frequently dis- 
eases of internal glands bring on asthma 
and accordingly their correction may act 
favorably upon the course of asthma. 


NON-SPECIFIC MEASURES 


In view of the lack of a specific basic 
cause for allergic disease investigators as- 
sume that an individual with the inherited 
allergic constitution becomes asthmatic as 
the result of certain changes in his 
physico-chemical makeup. On the basis of 
this reasoning clinicians have resorted to 
non-specific measures as peptone, typhoid- 
vaccine, milk, or even injections of avirul- 
ent living bacilli which produce high tem- 
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perature. These measures, however, have 
failed to give uniform results. 

There seems to be increasing evidence 
in literature that the use of acids aids in 
relieving asthmatic attacks. Beckman has 
recommended nitro-hydrochloric acid for 
asthma, Duke acetic acid, others have 
found the inhalation of carbon-dioxide a 
useful measure. Further research will en- 
lighten us on the question of whether or 
not there is, as some investigators claim, a 
decreased hydrogenion content in the blood 
and an achhlorhydria in the stomach dur- 
ing asthmatic attacks. 


Refractory cases can often be success- 
fully treated by X-rays applied in small 
doses over chest or spleen.* 

The benefits occasionally obtained from 
the intravenous injections of calcium chlor- 
ide and sodium iodide may possibly be due 
to modification of the ion concentration in 
the blood. 

In theorizing on the value of all these 
unspecific measures some have attributed 
importance to the chemical state of the 
blood, others to the vago-sympathetic un- 
balance, others to the stimulation of or- 
gans such as the spleen, liver and the en- 
docrines. However, none of these theories 
has been substantiated. The insulin for 
asthma is not yet discovered. 


SYMPTOMATIC TREATMENT 


In 1923, Storm Van Leuwen presented 
his first studies on the allergen free cham- 
bers, rooms which can be made particle- 
free by an elaborated purification process. 
Cohen of Cleveland utilized this idea of 
Van Leuwen by devising an apparatus by 
which the air of a room can be filtered and 
made completely free from pollens and 
other particles. Others have used masks 
for the same purpose. Undoubtedly a 
great deal of benefit has been derived from 
this measure but it is evident that only a 
limited number of cases, namely, the ones 
sensitive to particles suspended in the air, 
can be relieved by it. 

The epinephrin-group deserves foremost 
mention among drugs. Ephedrine appar- 
ently has more disagreeable after-effects 
than epinephrin and its administration is 
by no means ideal especially if one consid- 
ers its destructive influence on the aorta. 
Frequently both remedies lose their ef- 
fect, if repeated too often. The atropin 
group including lobelia, belladonna, hyos- 
cyamus is an adjuvant to the treatment, 
but is not as prompt nor as constant as 
epinephrin. 

In summarizing, may I say that every- 
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thing depends on finding and eliminating 
the specific causative substance and where 
this is impossible on bringing about an al- 
teration of the physio-chemical state of the 
organism by measures which are to be 
adapted to the need of each individual case. 
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In 5,368 consecutive cases of labor which I have been privileged to review, the pos- 
terior position of the occiput occurred but 352 times, a percentage of .065. 
This very low rate of occurrence prompted the presentation of this much discussed 


subject. 


The percentages given for this position range from 11 to 70 percent. The ex- 


act frequency cannot be accurately determined, but it is by far the most common 


anomaly in obstetrics. 


The foregoing percentages have been aan ed from the works of Williams, Edgar, 


DeLee, Shears and Potter—all oustanding 
obstetricians. The series herein presented, 
with few exceptions, represents the work 
of the average general practitioner. 

It is obvious that this condition is often 
carelessly or ignorantly overlooked. Not 
diagnosed. 

The diagnosis of the oczipito-posterior 
position ought to be made early which is 
not generally easy. 

Few occipito-posterior relations occur on 
the left, but many on the right side. In 
all eases in which the foetal back is found 


right posterior position should be borne in 
mind. The posterior position on the right 


side is twice as common as the anterior po- | 


sition. 

A slightly contracted pelvis is a contrib- 
uting factor in this anomaly, especially in 
a primapara. 

Much can be determined by external ex- 
amination unless the patient is obese or 
has a rigid abdominal wall. The signs in- 
clude asymmetry of the abdominal wall; 
sometimes a depression above the pelvic 
brim, anteriorly, opposite to the foetal 
back; presence of small irregular parts in 
the median line. Ausculation may some- 
times be of aid for the heart sounds are us- 
ually heard toward the flank to which the 
back is directed. 

When the head has reached the floor 
of the pelvis or is well down in the cavity, 
external examination gives less satisfac- 
tory results. 

Vaginal examination reveals some of the 


Obstetrics at the Annual Meeting of the Michigan State 
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characteristics which make the diagnosis 
positive. The cervix is usually not taken 
up as the presenting part does not press 
firmly against the lower segment. The 
large soft anterior fontanelle is felt oblique- 
ly, 1. e., in one or the other iliac fossa, us- 
ually the right, while the small fontanelle 
is posterior and difficult to reach; just op- 
posite to what obtains in anterior posi- 
tions. If there has been much delay the 
scalp tissue may be swollen and the sutures 


ci] difficult or impossible of recognition. A 
upon the right side the probability of a | é ns . 


positive diagnosis can be made by the in- 
troduction of the half hand into the cavity 
of the sacrum and palpation of the pos- 
terior ear. If the ear points posteriorly, 
so must the occiput, and if the ear points 
to the right or left, so must the occiput. 


All cases of occipito-posterior position 
are prone to have insufficient and irregular 
labor pains; dilatation of the cervix is apt 
to be slow, and early rupture of the mem- 
branes is frequent. 

In about 90 per cent of cases the occiput 
rotates to the front without difficulty or 
delay. When rotation occurs it is accom- 
plished through an arc of 135 degrees, in- 
stead of the usual 45 degrees—three times 
the distance required in anterior positions. 
Since this may take hours of labor one 
should support the patient’s powers with 
food, especially sugars and fluids, and with 
rest and sleep. Morphine and scopolamine, 


' morphine and magnesium sulphate with or 
| without oil ether instillation should be used 


_ generously. 


* This paper was presented to the Section on Gynecology and 


A patient in late pregnancy 
with a probable diagnosis of occipito-pos- 
terior should be instructed to lie mainly 
on the side to which the occiput points, 
but should change often. The knee-chest 
position is also advised or less uncomfort- 
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able lateral prone with hips elevated. 
Something may be done by keeping the 
bladder and rectum empty. It is well to 
be prepared for surprises as occasionally 
the head flexes, the pains strengthen, and 
rotation of the occiput to the front takes 
place rapidly. If the patient merely 
changes her position in bed, or gets up to 
go to the toilet, this favorable mechanism 
may be started. 


Beyond question it is better for the 
mother and safer for the baby to have an- 
terior rotation of the occiput take place 
and the birth occur with the usual anterior 
mechanism. 


If progress seems to be unsatisfactory, 
early vaginal examination is indicated. If 
the head is unengaged with the mem- 
branes intact and the large diameter of the 
head above the brim, external manipula- 
tion of the anterior and posterior shoulder 
may be attempted. If, however, the mem- 
branes have ruptured, the amniotic fluid 
has drained away and the cervix is not di- 
latable, it is advisable to introduce a hydro- 
static bag to aid dilatation of the cervix 
and thus shorten labor. 


In the second stage of labor one of a few 
safe practical courses is available. If 
mother and child are in good condition, if 
the head is descending, and especially if 
anterior rotation of the occiput has already 
begun, Hodge’s maneuver, consisting of up- 
ward pressure on the synciput during 
pains, might be tried; rotation thus en- 
couraged may be spontaneously completed. 

If the head remains above the brim, the 
proper treatment is version. 

Manual rotation of the head has many 
advocates. DeLee in a recent article 
graphically describes his method. He says, 
“One is often disappointed to find that 
after the head has been turned into an an- 
terior sector of the pelvic circle, before the 
forceps can be applied, indeed often be- 
fore one withdraws the hand, the occiput 
slips back into its former malposition.’”’ He 
practices and advocates grasping the oc- 
ciput with a vulsellum forcep to fix it until 
the forceps is applied. An anaesthetic is 
required. The posterior position is likely 
to recur making version necessary in the 
end. Moreover, this high rotation is about 
as formidable an operation as is an easy 
version. 

Williams says, ‘‘When the head is ar- 
rested at the superior strait in a posterior 
position, version should be resorted to as 
soon as one is convinced that spontaneous 
advance will not occur, provided, of course, 
that the operation is feasible and is not 
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contra-indicated by disproportion between 
the size of the head and the pelvis.” 

It is estimated that at least 5 per cent 
of all labors are persistent occipito-pos- 
terior. In the great majority of cases, how- 
ever, the head has reached the cavity of 
the pelvis before progress is arrested. Ver- 
sion may still be practicable, and if so, is 
safer than an attempt to deliver with the 
old model forceps. If the head be in the 
mid-plane this procedure is so dangerous 
that it ought not to be advocated as a 
method of choice. 


The remaining method of delivering is 
the extension and rotation of the head with 
forceps followed by extraction. The use of 
forceps is not a minor operation but a ma- 
jor operation of the first magnitude. This 
manoeuvre necessitates the application and 
re-application of forceps which are not al- 
ways easily applied. 

In the discussion of forceps in occipito- 
posterior positions this question arises, 
may the forceps be used as a rotator or is 
it to be simply a tractor? The dangers of 
using the forceps as a pure rotator, the 
Seanzoni and Tarnier methods are the vag- 
ina and bladder may be torn from their at- 
tachments to the fascia and the bony 
pelvis; the baby’s head and neck may 
suffer damage. 

Bill has improved on Tarnier’s manoeu- 
vre by first raising the head out of the 
pelvic floor and then sweeping the handles 
around to impart the movement of rotation 
to the head within the pelvis. 

DeLee advocates a method which he has 
devised and calls the “key in lock.” In 
substances it is a rotation of the head by 
degrees. The adjustment, re-adjustment, 
traction and rotation of the head not more 
than 5 degrees at a time until a favorable 
application is secured. 

The Kielland forceps enthusiasts claim 
the following advantages: 

1. Easy application in spite of position 
of the head, and direction of the sagittal 
sutures. 

2. The position of the head is not al- 
tered by the application. 

3. The possibility of infection is less be- 
cause only two fingers are used instead of 
the whole hand. 

4. The biparietal application does not 
permit the slipping of forceps. 

5. Better rotation is obtained because 
the forceps can be applied in one position. 

6. The application aids the normal me- 
chanism in terminating labor. 

7. Less force is required. 

The technic of the Kielland forceps de- 
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mands an exact diagnosis and considerable 
obstetric knowledge and experience. 

However, enthusiastic we become we 
must not forget that the Kielland forceps 
have their limitations as in the contracted 
pelvis with rigid soft parts in old primi- 
para. 

In some cases it is impossible to turn the 
occiput to the front either by manual effort 
or by the forceps. If the occipitosacral 
mechanism is inevitable, it is best to de- 
liver the head in extreme flexion with re- 
sulting perineal laceration. 


In certain anomalies, such as undue dis- 
proportion (a markedly contracted pelvis, 
or an oversized child), or a tumor or other 
conditions obstructing the birth canal, an 
elective Caesarean section should have an- 
ticipated labor. Or if placenta praevia be 
present, perhaps an etiologic factor, the 
treatment of the latter encompasses the 
former. 

SUMMARY 


This anomaly occurs very frequently. We 
are prone to pass a condition that so often 
results disastrously with the remark that 
“about 90 per cent rotate anteriorly any- 
way.” 

A tentative diagnosis may generally be 
imade late in pregnancy or early in labor. 
A positive diagnosis should be made by the 
end of the first stage by palpating the fon- 
tanelles and particularly an ear. 

The first stage should be so managed 
as to minimize the suffering and prevent 
the development of maternal exhaustion 
with an accurate knowledge of condition of 
the foetus. 

The second stage may often with great 
advantage to both mother and child be 
shortened. Unless spontaneous progress 
is evident active intervention should be 
participated. This may be accomplished 
either with podalic version and extraction, 
bimanual rotation and forceps extraction, 
or forceps rotation and extraction. The 
method of procedure should be the one best 
adapted to the condition or to the oper- 
ator’s skill. One may do versions, in most 
cases another can most frequently succeed 
best with forceps rotation. 

secause of a large mortality of infants 
and great maternal morbidity due to this 
common anomaly, I especially make a plea 
for early diagnosis of the posterior position 
of the occiput. 

DISCUSSION 


Dr. Harry Pearse (Detroit): There are two or 
three points in diagnosis that might be mentioned 
that will help you. One of them is this: I have 
observed that the occiput posterior position often 
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goes overtime. If you have a patient, especially 
a primipara, and she goes two or three weeks 
beyond her expected date, she is a suspicious case 
for a posterior position, Another point in diag- 
nosis regarding the fetal heart. It has been 
stated that the fetal heart is usually heard in the 
flank or near Poupart’s ligament. Very often in 
the posterior the patient is seen after she has 
been in labor some time and there is a certain 
amount of deflection of the head which throws 
the baby’s chest against the opposite siee of the 
abdomen and the fetal heart—if you will*listen at 
the abdomen—will be heard, very faintly, all over 
the lower abdomen. That makes me suspicious 
that that patient has a posterior positién. 

In doing a rectal examination in an anterior 
position the cervix is usually found far posterior. 
In a posterior position I find that on the patient’s 
being admitted to the hospital her dilatation is 
very often missed. The interne calls up and says 
the patient is completely dilated. When you ar- 
rive at the hospital you find she has no dilatation. 
The interne has missed the cervix because it is 
anterior. The cervix in this position will be so 
far anterior that it is practically under the sym- 
physis. I have made it a policy if the interne 
tells me that, and I see she isn’t, to feel anteriorly 
on the cervix because it is usually in the posterior 
position. 

One point in treatment. 
lieve, in general. practice will be the better pro- 
cedure on account of the fact that the following 
forceps delivery is going to be much easier. It is 
much easier to do a manual rotation and then a 
forceps delivery than to deliver by the other com- 
plicated forceps operations. 

Very often the failure in manual rotation re- 
sults because the obstetrician hasn’t rotated the 
shoulders. If you rotate a head to an anterior 
position and you find, in applying the forceps, that 
the head is rotated to its former position it is 
usually because you haven’t rotated the shoulders. 
If you will re-introduce your hand at that occa- 
sion, reach far enough up to rotate the shoulder, 
you will usually be rewarded by the head staying 
in its anterior position. 


Dr. Reuben Peterson (Ann Arbor): Occiput 
posterior positions are the bane of obstetrics, that 
is to say the usual run of obstetrics. It is not 
always easy to diagnose this condition, especially 
in a primipara with rigid walls. One may think 
that he has a right-sided position, and probably 
a posterior position, but to be certain about it is 
not always easy. 

We do not make vaginal examinations unless 
we are obliged to. Consequently we are very 
apt to wait to see what is going to develop. Of 
course, there is no reason why vaginal examina- 
tions should not be made, as I believe they can be 
made safely, but in our teaching clinic we believe 
it safer to depend upon rectal examinations. 


Oftentimes, as I say, it is very difficult to be 
certain about the exact position of the presenting 
part. If one finds the greatest intensity of the 
fetal heartbeat on the right, if there is delay in 
labor or in the dilatation of the cervix, that is, 
delay in the first stage, we are pretty certain that 
we have an occipitoposterior. Especially is this 
true if we have an early rupture of the mem- 
branes. But even then we do not interfere in the 
large majority of cases. 

We have tried all of the methods that the 
essayist has brought out and we are very apt to 


Manual rotation, I be- - 
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wait and see what the woman can do, that is, give 
her the test of labor. 

In the large majority of cases the woman is 
able, whether she be a primipara or a multipara, 
to take care of this anomaly. Of course, arrested 
head will occur in a certain proportion of cases 
and then I think it should be taken care of ac- 
cording to the particular case. It is surprising 
what a woman will be able to do by letting her 
alone to see if she cannot change the position. 

There are times when I am called up at night 
by my assistants in the maternity ward. They 
say that the woman has been in labor so many 
hours. They think we ought to interfere. I in- 
quire about the condition of the woman and 
about the condition of the child. If they are 
favorable I tell them to wait and I will be over 
at the clinic in the morning. Then if things are 
not better at the time we will see what can be 
done. I should say that in fully 90 per cent of 
these cases the child is born when I reach the 
clinic in the morning. The tendency of the 
younger man is to interfere too early. He per- 


haps isn’t as hard-hearted as the older ob- 
stetrician. If the woman complains he wants to 


interfere and help her out of her misery. 

I think a great deal can be done by intelligent 
waiting. I do not mean waiting without knowing 
the condition present. I mean waiting if the con- 
dition of the mother and child are all right. When 
it comes to interfering because of the nature of 
our treatment you can see that version is very 
seldom done. We have waited until the head is in 
the pelvis and version is not the operation of 
choice. 

We apply the forceps. We have tried the Kiel- 
land forceps and like them fairly well. If there 
is a tendency for the head to be born with the 
occiput posterior we always allow that to take 
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place, helping with the forceps always doing an 
episiotomy. It is surprising, even with the un- 
favorable condition, how little damage there will 
be to the perineum. 


REPLY TO DISCUSSION 


Dr. H. E. Northrup (Highland Park): I wish 
to thank Dr. Peterson and Dr. Pearse for the re- 
marks they have made. In the beginning of my 
paper I apologized for bringing' up the subject. 
| wish to call particular attention to the per- 
centage that I was able to gather from the series 
of cases I presented. I believe it is generally 
conceded that at least 25 or 30 per cent of occipi- 
toposterior cases occur on the right side. These 
cases that I presented, or referred to were gleaned 
from our obstetrical service, which is not com- 
posed wholly of obstetrical specialists, or those 
that are doing that work alone. Frequently the 
cases are sent in late and the diagnosis, of course, 
is not made. 

I wish to repeat the plea for an early diagnosis 
to better handle the complications that arise in 
the second stage. 

Shears says that a posterior that is persistent 
posterior can be delivered in the posterior position 
with far less damage to the perineum than was 
formerly thought. I feel if we recognize the 
case early enough that we can prevent the se- 
vere third degree lacerations that we formerly 
had. 

The version referred to is only indicated after 
the patient had had long test labor and the head 
still remains above the brim. 

I thank Dr. Pearse again for the other points 
he brought out in diagnosis, particularly the point 
of the cervix being anterior in the posterior po- 
sition. (Applause). 





UNDERTAKERS AND POSTMORTEMS 


The Chicago Undertakers’ Association, which 
is the leading organization of morticians in Chi- 
cago, has just begun the circulation of a ques- 
tionnaire among the families of persons who have 
availed themselves of the services of members 
of the undertakers’ association. Among other 
interrogations, the questionnaire asks whether or 
not the deceased was attended by a _ physician, 
whether or not an autopsy was performed on the 
body and by whom, whether or not consent was 
obtained for the autopsy, the nature of the au- 
topsy, and the condition of the body thereafter. 
The questionnaire concludes with the following 
significant question: “Will the nearest relative 
and next of kin consent to bring suit against those 
participating in and responsible for said unwar- 
ranted and illegal autopsy?” Here is clearly an 
attempt to incite prejudice and malice against 
postmortem examinations. Apparently also the 
undertakers’ association would urge families to 
bring legal action against any one participating 
in and responsible for an autopsy. The campaign 


for recognition of the scientific value of post- 
mortem examinations has been a difficult one, a 
constant battle against prejudice, ignorance and 
superstition. The profession of undertaking has 
been attempting in recent years to raise itself 
from the position of a pitiable trade to that of 
a recognized profession. In this campaign it has 
even attempted the adoption of a completely new 
terminology through which undertakers have be- 
come morticians, undertaking parlors have _ be- 
come chapels or mortuaries, hearses have become 
limousine funeral cars or casket coaches, the re- 
mains or the corpse has become the body or the 
patient, and even the coffin has become a casket. 
It will require, however, something more than a 
change in nomenclature to develop for this group 
a ‘scientific type of mind. Until the morticians 
learn to appreciate the significance to the living 
of proper scientific study of the dead, they will 
continue to be simply undertakers regardless of 
what they may call themselves.—Journal, A.M.A. 





VARICOSE VEINS AND THEIR SEQUELAE 


One hundred and sixty cases of varicose veins 
and their sequelae were studied by Geza de 
Takats, Chicago, as to age and sex incidence. 
More than 1,000 injections with 50 per cent dex- 
trose were made. An inidvidualizing manage- 
ment, consisting of supportive, injection and sur- 
gical treatment or their combination is described. 
The histological reaction of the vein following 
injection has been studied. Imniediate results 


of the various forms of treatment are tabulated. 
The possibility of pulmonary embolism following 
injection treatment and surgical treatment is dis- 
cussed. The end-results of the surgical and in- 
jection treatment can be estimated only after five 


vears. Recurrences are well known to occur 


after radical excision and may be expected fol- 
lowing the injection treatment.—Journal A.M.A. 
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CERTAIN DIFFICULTIES AND EMERGENCIES OF OBSTETRIC PRACTICE* 


W. P. TEW, M. B., F. R. C. S. (Edin.) 
LONDON, CANADA 


With the time at my disposal for this paper, 
culties and emergencies which seem to occur most commonly. 


I propose to deal with those diffi- 
I feel quite certain that 


I will not be able to do justice to any one individual subject here mentioned; since 
each of these is often of sufficient interest to form the topic of discussion for one or 


more meetings. 


One may say that the Difficulties and Emergencies of Obstetric Practice begin some 
time previous to the occurrence of pregnancy and do not end for at least two months 


or more post-partum. Following this two 
months post-partum period we will classify 
the patient as gynecological. It seems con- 
venient therefore to consider the diffi- 
culties and emergencies of obstetric prac- 
tice in four groups—namely—the anti- 
pregnancy period, the anti-natal period, 
the labour period and the post-partum 
period. 

It is very gratifying for those of us who 
are particularly interested in preventive 
medicine, and I trust this means each and 
every one of us, to note how much more 
frequently patients are consulting us be- 
fore pregnancy ensues with reference to 
their physical or mental ability to under- 
take pregnancy. Such of my patients so 
far have usually had some rather definite 
reason for asking advice, yet it is pleasing 
to see that the general public are more and 
more realizing the actual value of pre- 
vention. In obstetrics we have one of the 
most fruitful fields of medicine for ex- 
hibiting the merits of prevention; and not 
least among these is the period before 
pregnancy is undertaken. These patients 
usually come to us asking if they are 
physically strong enough, because they 
either have or believe they have some phys- 
ical disability, such as a valvular heart 
lesion or some form of kidney disease. If 
the patient is found to be perfectly phys- 
ically fit, the consultation and examination 
was certainly well worth the time and 
money expended. The patient’s mind is 
relieved, often very considerably. If a 
physical defect is found she is advised ac- 
cordingly. The patient with valvular heart 
disease is advised to proceed with preg- 
nancy providing that the heart muscle has 
compensated well and is not giving signs 
or symptoms of failure under the average 
stress and strain of the daily routine of the 
patient’s life. If the heart muscle is not 
compensating well under those cirecum- 
stances and does not do so with a regulated 





* This paper was presented to the Section on Gynecology and 
Obstetrics at the Annual Meeting of the Michigan State 
Medical Society, held in Detroit, Thursday, Sept. 27, 1928. 
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aetey life, this patient seni’ - er 
against pregnancy. The patient with 
chronic kidney disease, generally speaking 
is advised against pregnancy. However if 
the kidney function is good with the aver- 
age daily diet and work we might have to 
qualify such a statement. This would de- 
pend chiefly upon certain factors namely— 
Is the kidney function normal, and is there 
any kidney degeneration? Osler’s dictum 
here is an average safe one—‘“A patient 
with chronic Bright’s disease should not 
marry.” A patient with active pulmonary 
tuberculosis should be advised not to be- 
come pregnant. In the clinically cured 
cases, I think the patient’s ultimate prog- 
nosis is much better if she does not become 
pregnant. For the patient with a definitely 
small pelvis, one has this wonderful oppor- 
tunity of telling her long before hand the 
only possible means of delivering her and 
getting her a living child, i. e. caesarean 
section. The border line cases, with a 
slightly contracted pelvis may be told of 
some of the possibilities at or near term, 
but as these cases can seldom be well 
judged until the relationship of the child’s 
head and the pelvic brim is made out, and 
may leave these until that time comes. 

Definite foci of infection should be 
cleared up as much as possible. The ques- 
tionable teeth should be X-rayed and dealt 
with accordingly. Infected tonsils, I think 
are better removed during this period than 
left. A troublesome appendix is also bet- 
ter removed. 

The difficulties presenting during the 
anti-natal period may be considered in two 
classes: (a) Those due to the pregnancy. 
(b) Those not due to pregnancy—These 
two groups will be conveniently discussed 
as they occur during the first, second or 
last third of pregnancy. 


First Third of Preg. Second Third Final Third 
A 


1. Diff. of Diagnosis 1. Diff. in Diagnosis 1. Diff. in Diagnosis 
2. Toxic Manifesta- 2. Toxic Manifesta- 2. Toxic Manifesta- 
tions tions. tions. 


8. Uterus Displace- 3. Uterine Displace- 3. Uterine Displace- 
ments ments ments. 
4, Hemorrhage 4. Hemorrhage 4. Hemorrhage 
5. Pyelitis 
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B 


. Acute Infections 

. Circulating Disease 
Renal Disease 

. Pulmonary Disease 

. Surgical Emergencies 


A od 


It is almost clinically impossible to make 
a definite diagnosis of uterine pregnancy 
before the end of the first six weeks. Fol- 
lowing this period one may have to diag- 
nose between pregnancy and a fibrosis 
uteri or several small fibroids which cause 
uterine enlargement. In such cases of 
doubt one is always justified in waiting 
and at regular intervals noting the changes 
in the uterus. If these changes corre- 
spond with those of normal pregnancy, 
one is usually justified in considering the 
patient pregnant. A pedunculated fibroid 
or an ovarian cyst may be separated from 
the body of the uterus and seldom causes 
much difficulty in making a differential 
diagnosis. 

The toxic conditions which commonly oc- 
cur during the first third of pregnancy are 
namely: Vomiting of pregnancy, ptyal- 
ism, hemorrhage—from placental site, 
neuritis, neuralgia, fibrositis and myositis, 
pruritis, certain skin eruptions. 

It is a well established fact now that diet 
plays a most important part as a cause of 
many of the so-called toxic disturbances 
which occur during pregnancy. One of the 
best examples being the vomiting of preg- 
nancy. In a case of vomiting we first 
make sure that the vomiting is due to the 
pregnancy. If so, make sure that a retro- 
verted or retroflexed uterus is not aggre- 
vating the condition. Having done this we 
now get quite pleasing results with carbo- 
hydrate feeding. This may have to be 
carried out either intravenously, inter- 
stitially, per bowel or by mouth or by some 
combination of these, depending upon the 
severity of the vomiting. It seems that 
prophylaxis is again our most logical 
course here, and this is best done by over- 
balancing the diet of each patient from the 
onset of pregnancy with carbohydrates, 
along with plenty fluids.—(The other tox- 
amias). 

It seems good practice to do at least one 
vaginal examination during this period 
and if the pregnant uterus is retroverted 
or retroflexed, which is by far the most 
common displacement, it should be put in 
place and a pessary inserted. A _ retro- 
verted or retroflexed uterus during this 
period is a common cause of abortion. If 
the uterus cannot be replaced with the first 
attempt—the patient may be allowed home 
for 24 hours with instructions to carry 
out certain simple exercises e.g. taking the 
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knee-chest positions q. 2 h. for 10 minutes. 
Often on the second attempt the uterus 
is either forced up in place or is easily re- 
placed. If this attempt fails the patient is 
anaesthetized and a further endeavour is 
made. If the uterus is impacted firmly 
and cannot be replaced per vaginam it is 
well to have the patient’s abdomen pre- 
viously prepared for operation. A _ lap- 
aratomy is done and with assistance per 
vaginam the uterum is brought up into 
proper position. 

Hemorrhage occurring during the first 
third of pregnancy may mean a threatened 
or inevitable abortion, extra uterine preg- 
nancy or uterine growths, benign or malig- 
nant complicating the pregnancy. The 
threatened or inevitable abortions rarely 
give rise to any particular difficulty or 
emergency. The uterine pregnancy often 
forms a real emergency. ‘It is best treated 
by operation when first diagnosed. In ex- 
treme cases a blood transfusion just previ- 
ous to, or at time of operation will often 
be the means of saving the life. 

Coming now to the middle third of preg- 
nancy, we will first deal with the difficulty 
of diagnosis. It is during the fourth 
month that any real doubt is found; that 
is before the patient is feeling life. A 
differentiation may have to be made be- 
tween a fibroid and pregnancy or both, 
and on the other hand an ovarian cyst. The 
cyst is more readily differentiated as it is 
usually possible to separate the ovarian 
cyst from the body of the uterus. If the 
fibroid is localized or circumscribed the 
difficulty is not so great, if a generalized 
fibrotic condition the difficulty in diag- 
nosis is formidable and often time alone 
will aid in making the diagnosis a definite 
one. 

The toxic manifestations occuring dur- 
ing this second third of pregnancy are 
usually not as marked as those occuring 
during either the first or last third of 
pregnancy. The nausea and vomiting 
have usually subsided. Those most fre- 
quently complained of now are the cases 
neuralgia, myositis, or fibrositis. If no 
other definite cause can be found I think 
one is justified in deeming them due to a 
pregnancy toxemia. The treatment is one 
of diet for the most part. 

Hemorrhage during the middle third of 
pregnancy usually means a threatened or 
inevitable abortion; cervical polypus, pla- 
centa previa or new growth. 

Pyelitis is a fairly common complication 
of pregnancy. Fortunately most of these 
cases respond quite readily to medicinal 





692 


treatment, e.g. when the urine is acid we 
use potassium citrate in 20 gr. doses g. 4 h. 
until the urine is made alkaline: The of- 
fending organism is usually the bacillus 
coli. In obstinate cases one may have to 
instil argyrol into the pelvis of the kidney 
or even drain. Occasionally one is obliged 
to do a therapeutic abortion for the patient 
whose condition tends to grow worse irre- 
spective of all other forms of treatment. 


The toxic manifestations which occur 
during the latter third of pregnancy are 
mainly pre-eclamptic toxemia, eclampsia 
and one may include accidental hem- 
orrhage. It seems that if a patient is reg- 
ularly seen by her physician throughout 
pregnancy, it is rarely that she will de- 
velop eclampsia. The routine management 
of pre-eclamptic toxaemia is one chiefly of 
diet and rest. The patient can be carried 
along with such treatment until the baby 
is viable, one may then do induction in all 
cases in which it would be unwise to carry 
her to term. 

The treament of the eclamptic patient 
at a near term with the baby living re- 
quires careful consideration. Generally 
speaking I think it wise treatment to use 
a modified Stroganoff method. The aim 
being (a) To eliminate toxins as rapidly 
as possible through all available channels. 
(b) To assist in delivery if necessary when 
the cervix fully or nearly fully dilated. 
(c) To get the patient into labour as rea- 
sonably soon as you can if she fails to go 
into labour herself, and then to assist in 
delivery when the cervix is sufficiently 
dilated. 

Caesarean section is to be considered for 
the eclamptic patient even with the normal 
pelvis—in the case of a patient full term 
or nearly so, pt. possibly well over 30 with 
a long, rather firm cervix. 

Vaginal bleeding occurring during the 
last third of pregnancy may mean an im- 
pending miscarriage or premature labour: 
placenta previa; accidental hemorrhage, or 
new growth. Having diagnosed the case 
as one of placenta previa, one first explains 
the condition to the patient and certainly 
the importance of the patient’s keeping in 
intimate touch with her physician. If sat- 
isfied that it is a case of central placenta 
previa—one asks patient to go to hospital 
until she is delivered. Then the patient is 
kept under close observation until at term 
or as near to it as one can safely get her 
when she is delivered by means of caesa- 
rean section without further vaginal ex- 
amination. If the case is quite definitely 
the marginal type of placenta previa, 


DIFFICULTIES OF OBSTETRIC PRACTICE—TEW 





Jour. M.S.M.S. 


again I think caesarean is the method of 
treatment. Cases of less marked marginal 
type particularly multiparous patients may 
be managed by means of version. In all 
cases of placenta previa it is good prophy- 
laxis to have the patient’s blood grouped 
and a suitable donor standing by in case 
one wishes to transfuse the patient with 
whole blood just before, during or follow- 
ing delivery. 

The management of revealed accidental 
hemorrhage consists mainly in tightly 
packing the vagina with gauze until the 
cervix is sufficiently dilated for de- 
livery ; and to assist in the delivery by the 
quickest and safest method, usually the 
application of forceps. The management 
of the rather rare condition of concealed 
accidental hemorrhage usually calls for a 
caesarean section with or without hys- 
terectomy as one finds necessary. Again 
it is wise prophylaxis to have the patient’s 
blood grouped and to have a suitable donor 
standing by for use either during or just 
following delivery. . 

The new growth which is occasionally: 
met with is carcinoma of the cervix. If the 
patient is near term, the treatment would 
consist of a caesarean section with a total 
hysterectomy or a Wertheim if the pa- 
tient’s condition would admit of such. 

To save time we will leave the acute 
infections and deal briefly with the others 
of this group. Heart disease, either valv- 
ular or myocardial or both, is treated 
primarily for the heart disease irrespec- 
tive of the pregnancy. If the patient’s con- 
dition continues to improve with such 
management the pregnancy is allowed to 
continue to, at or near term when in many 
more serious cases a caesarean section un- 
der gas oxygen anaesthesia is the safest 
method of delivery. If the patient’s condi- 
tion grows worse under good cardiac man- 
agement one terminates the pregnancy. 
The complication of pulmonary phthysis in 
the pregnant patient is carried out along 
similar lines as cardiac cases—namely if 
the condition improves definitely under 
good management she is allowed to con- 
tinue, if not, the pregnancy is interrupted. 

A patient with chronic nephritis is well 
advised not to marry, and if she marries 
she is better not to undertake pregnancy. 
If the chronic nephritis patient became 
pregnant one treats the chronic nephritis 
and if there is no improvement, or partic- 
ularly if she gets worse, therapeutic abor- 
tion should be done. It is not very unwise 


treatment to do a therapeutic abortion 
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early for each case with a chronic ne- 
phritis. 

Among the surgical emergencies, acute 
appendicitis is fairly common. The treat- 
ment being appendectomy, if a definite 
diagnosis is made during the first forty- 
eight hours of the onset. The cases diag- 
nosed later may at times be more safely 
treated expectantly, providing rupture has 
not already occurred when, of course, drain- 
age must be established and this may be 
done either in the abdominal wall or by 
means of a posterior colpotomy. Acute 
cholecystitis is best treated conservatively, 
unless there are definite signs of ob- 
struction, when operation for removal of 
the obstruction and drainage of the gall 
bladder established. Salpyngitis compli- 
cating pregnancy is treated conservatively 
unless there are definite signs of a spread- 
ing peritonitis, when drainage is estab- 
lished, preferably by means of a posterior 
colpotomy. 

The difficulties after labour begins, will 
now be considered. These are rather varied 
and numerous but I propose to deal only 
with the more common difficulties such as 
prolonged second stage occipito posterior 
cases, breech, trans and oblique presenta- 
tions, vaginal hemorrhage. The most com- 
mon cause of a prolonged second stage of 
labour in cases where the mother’s pelvis 
is normal, and the baby is normal, is in- 
sufficient flexion. This flexion of the baby’s 
head may be increased by properly directed 
pressure per vaginam. This must ot 
course be carried out before the head be- 
comes too solidly wedged into the true 
pelvis. In other cases the most common 
cause is possibly some disproportion be- 
tween the mother’s pelvis and the present- 
ing part of the baby. The proper man- 
agement of the small pelvis cases is nat- 
urally an anti-natal problem. Generally 
speaking the final determining factor is 
the relationship of the baby’s head to the 
pelvic brim. The decidedly contracted 
cases are dealt with by means of caesarean 
section at time of election. The border 
line cases may escape caesarean section or 
a traumatic labor by a premature in- 
duction of labour. 

A safe management of the occipito pos- 
terior cases may be summed up as fol-: 
(1) One may leave the case alone provid- 
ing labour is progressing in a satisfactory 
manner and the condition of the mother 
and baby is satisfactory. (2) If interfer- 
ence is required, one may manually rotate 
and leave to nature or rotate and apply 
axis traction forceps. (3) Apply Kielland 
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forceps, rotate and extract. (4) Extrac- 
tion without rotation. (5) Craniotomy 
rotate if child is dead. The three most 
common difficulties in breech presenta- 
tions are: (a) Impacted breech. The 
management of the extended arms should 
be prophylactic, preventing extension. If 
it does occur—one must pass the hand up 
and deliver, preferably the posterior arm 
first then the anterior. In difficult after- 
coming head cases—one should be ready 
to apply forceps before making too many 
attempts with other methods. Personally 
I am using this method more frequently 
than the usual text book seems to advise. 
The impacted breech is dealt with in one 
of these ways: (a) Hooking a finger 
around the groin and bringing down 
one leg. (b) Bringing down a leg with 
the breech hook. (c) Disengage the im- 
pacted breech and by pushing it upwards 
into the uterus, then bring down the an- 
terior leg, and complete the delivery as 
usual. 

The management of the transverse or 
oblique presentation during labour is sim- 
ple in the early cases or it may be most 
difficult in cases diagnosed later in labour. 
In the early cases one may convert it fairly 
simply into either a breech or a vertex 
presentation. In the cases which are diag- 
nosed later in labour the problem is differ- 
ent and may become one of the most for- 
midable in obstetrics. The points which 
one must endeavour to make quite certain 
of are: (a) Is the uterus tonically con- 
tracted. (b) General condition of the 
mother—temperature, pulse, ete. (c) Is 
the baby living and in seemingly reason- 
able condition. If the condition of the 
uterus is good and the patient’s general 
condition reasonably good, with fairly 
normal foetal heart sounds, one may be 
justified then to do an internal podalic ver- 
sion with the patient quite deeply anaes- 
thetized. If the conditions of the patient 
and the uterus are not good, one should not 
attempt the internal podalic version, but 
resort to decapitation or evisceration and 
extraction. The operations under these 
circumstances must be carried out with ex- 
treme care and as aseptically as possible. 

The management of prolapsed cord is 
not always simple. I will deal here only 
with the type of prolapsed cord after rup- 
ture of the membranes. It usually accom- 
panies such conditions as mal-presenta- 
tions, contracted or deformed pelvis and 
polyhydramnios. 

In vertex first cases one may attempt 
replacing the cord and getting the head 
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down in front of the cord, the head is 
maintained there manually in a flexed posi- 
tion until it is fixed by the uterine con- 
traction; or forceps may be applied. If 
this fails one may do an internal podalic 
version if circumstances permit. In breech 
presentations the risks to the baby are less 
and usually with care the baby is born 
alive. 

There are certain systemic diseases 
which may seriously complicate labour, 
e.g. cardiac disease, pulmonary tuberculosis 
and nephritis. 

The cardiac case is fundamentally a 
question of heart muscle. At the one 
should look upon the case as a cardiac 
problem irrespective of the pregnancy, and 
treat it as such. So long as the case is 
satisfactorily compensating under proper 
cardiac management, one has little cause 
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to worry. When, however, compensation 
is failing under proper cardiac manage- 
ment the patient becomes a candidate for 
a therapeutic abortion. 

Pulmonary tuberculosis makes a serious 
complication for pregnancy. Generally 
speaking it seems that if the case is active 
even with proper rest management, and is 
diagnosed during the first ten weeks, the 
proper procedure is a therapeutic abor- 
tion. The risk of the therapeutic abortion 
increases as the pregnancy advances. On 
the other hand if the case is not very ac- 
tive, or can be kept under control with 
proper management, and the patient is par- 
ticularly anxious for a baby—one may 
allow the pregnancy to proceed providing 
the situation is explained and the patient is 
kept under proper supervision throughout 
her pregnancy and labour. 





NEW FOOD HABITS BRING TARIFF CHANGES 


New food habits have been developed by the 
people of the United States in recent years as a 
result of educational campaigns by nutrition re- 
search workers and dietitians and promotion cam- 
paigns by food manufacturers. 


The tariff bill now before Congress, the first 
one to be written since 1922, will, when passed, 
contain many changes reflecting the increasing 
attention now paid to “eating-for-health” cam- 
paigns. 

Tomatoes, for example, will probably have their 
tariff raised from one-half cent per pound to 
three cents per pound, and tomatoes “prepared 
or preserved in any manner” will carry a duty 
which formerly was applied only to tomato-paste. 
This is to take care of all canned tomatoes and 
tomato juice, now widely used for dinner cocktails 
and for a breakfast drink. 


Briefs of the tomato producers presented to the 
House and Senate committees stressed the fact 
that tomatoes, either fresh or canned, have been 
found to contain a vitamin which would prevent 
certain types of malnutrition, but pointed out that 
while the acreage in the United States has shown 


a tendency to decline in recent years, it was be- 
lieved that a sufficint tariff would stimulate pro- 
duction. Tomatoes can be grown successfully in 
all parts of the United States, it was pointed out. 

Sauer-kraut, another “health food,” has come 
in for considerable discussion, and may have its 
tariff raised before the measure is finally passed. 

Almost all vegetables in their natural state 
will receive tariff boosts, designed to stimulate 
home production. 

Importers and exporters of limes asked to have 
the tariff reduced since these were largely used 
for medicinal purposes, but it seems probable that 
the duty will be increased rather than decreased. 

The canned grapefruit industry has asked for 
special protection, but is likely to receive the 
same as that provided for all canned and pre- 
served fruits. 

Growers of avacadoes, mangoes and papayas 
have asked for special protection, and declared 
that it would be a splendid thing for the country 
if more papayas were grown, inasmuch as this 
fruit “contains papain, or vegetable pepsin, used 
as the basis of all digestive remedies in common 
use.” —Science Service. 





CANCER GROWTH CHECKED BY IRON AND GLAND EXTRACT 


A new clue to the long-sought cure for cancer 
was presented to the Thirteenth International 
Physiological Congress at its recent session in 
Boston, by Dr. Boris Sokoloff, of Prague. A com- 
pound containing iron and extract of suprarenal 
gland has arrested the progress of malignant 
growths in about 10 per cent of all attempts on 
over a thousand experimental animals, he re- 
ported. 

When the compound is injected into an animal 
afflicted with a cancerous growth it causes the 
malignant cells to liquefy, but has no effect on the 
healthy body cells. In his experiments the re- 
sults were obtained very rapidly; in small tu- 
mors palpable effects were discernable in from 
three to five days, while in larger growths the 
process was a little more slow, requiring about 
15 days. 

An overdose of the treatment carries its own 
danger, the Prague physiologist stated. Some of 
his rats got too much, their tumors liquefied too 


rapidly, and they died. By decreasing the size of 
the dose and giving repeated injections this un- 
favorable action was avoided. 

The action of the remedy seems to be perma- 
nent. Out of 200 rats cured of cancerous tumors 
over two months ago, only five have suffered a 
relapse. 

The first hints of the possibility of the new 
treatment were obtained, curiously enough, on 
organisms at the very bottom of the evolutionary 
scale. It was found that an iron-suprarenal com- 
pound regulated the mutual proportions of the 
parts of the unicellular animal Amoeba, and that 
an increase in the concentration caused the outer 
protoplasm to liquefy, killing the organism. The 


possibility of appiying the same treatment to can- 
cer cells, which are essentially normal cells gone 
crazy about increasing and multiplying, suggested 
itself to Dr. Sokoloff, resulting in the researches 
as reported.—Science Service. 
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DIFFICULTIES IN THE X-RAY EXAMINATION OF PULMONARY 
TUBERCULOSIS IN CHILDREN* 


C. C. BIRKELO, M. D. 
DETROIT, MICHIGAN 


There has been so much confusion in the minds of the average physician in regards 
to the definite diagnosis of “Pulmonary Tuberculosis in Children” that I thought that 
an account of our method of procedure at the Maybury Sanatorium and also at the 


Herman Kiefer Hospital, may be of some value. 


The basis of this report is furnished 


by the complete examination of about 1500 children all of which were hospitalized for 
periods, never less than one month and most of them for many months and during this 


period a diagnosis of tuberculosis was either made or ruled out. 


children were definitely exposed to tuber- 


Nearly all of these 





culosis, most of them were underweight | 


and had slight elevation of temperature, 
many of them gave positive skin tests, 
most of them were suspected strongly of 
being tuberculous. 

The ages covered are from two to twelve 
years. I wish to emphasize the fact that 
they were under constant observation, 
such as is possible in a hospital, and that 
it is fair to assume that a correct diag- 
nosis was eventually obtained. 


SEEK UNIFORM TECHNIC 
At the beginning of this work the first 


problem to settle in the Roentgen Labora- | 


tory was a constant and uniform tech- 
nique. We found it quite impossible to ob- 
tain stereoscopic projections, so we ob- 
tained a uniformly good flat exposure be- 
fore attempting any reading. After the 
age of eight we were able to get stereo- 
scopic films of proper quality. Now, as 
regards the reading of the films, the litera- 
ture is burdened with conflicting opinions 
as to the value of increased root shadows, 
which are supposed to be due to glands, 
and increased lung markings along the 
main branches of the bronchial tree. Many 
authors felt that the x-ray examination is 
only a small link in the long chain of evi- 
dence which must be obtained. The chain 
must consist of seven or eight important 
links and if four were present the diagno- 
sis could then be made. You will agree 
with me that the condition presented dif- 
ficulties and that, likely as not, my opinion 
on the subject would bear little weight. A 
condition of this sort, as you see, resolves 
itself into a problem of elimination and 
such a state of affairs might be pardon- 
able in a rare condition like myocarditis, 
but it is a serious handicap when employed 
in a common and dreaded condition like 


* Read before the Section on Pediatrics at the 108th Annual 


Meeting of the Michigan State Medical Society, Detroit, 
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He is consultant Roentgenologist to Herman Kiefer Hos- 
pital and Maybury Sanatorium at Northville, Mich. 


pulmonary tuberculosis. What my per- 
sonal opinion was in this regard, is of lit- 
tle value as the best authorities ventured 
no farther than to present a link which 
may or may not be useful. The first step 
we undertook was to establish the fact that 


_ anything reported must be so definite that 


if the same film came up for re-analysis 
we would not render conflicting opinions 


_ and the second step was that we undertook 


to express a definite opinion as regards the 
presence or absence, in the parenchyma of 
the lung, of active tuberculous disease, 
later we went a step farther and included 
glandular involvement. We reasoned in 
this manner that if our opinion was only 


of the “take it or leave it type,” we could 


at least offer complete evidence of inno- 
cence or guilt. At this point I should like 
to express my gratitude of Doctors Doug- 


' las and Amberson for the support and en- 


couragement received. They were both 
much interested as well as capable and 


| gave me unlimited help and advice. 


LYMPHATICS EARLY INVADED 


The result of this work is that I am fully 
convinced that we can give as much infor- 
mation from an x-ray examination in the 
child as we can in the adult. 

As regards the incidence of pulmonary 
tuberculosis in children of all classes, many 
conflicting opinions are found and this 
subject will receive more attention due to 
present day better methods of attack of 
this interesting problem. Our opinion is 
that the incidence has been placed much 
too high and a downward revision will 
some day follow. In our cases definite and 
prolonged exposures existed so it is of 
course much higher, and in these we find 
it positive in about 40 per cent. 

In our summer camps of boys and girls, 
also exposure cases, but without the defi- 
nite diagnosis we find it present in 5-6 per 
cent. 

The early invasion of the lung with tu- 
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berculosis is confined essentiaily to the lvm- 
phatic system. This system forms a net- 
work of vessels and nodes draining the en- 
tire lung fields. The nodes are abundantly 
present near the roots of the lungs and 
these nodes are undoubtedly the first to 
show definite evidence of the disease. When 
a single node is involved we will likely find 
no x-ray shadow to indicate disease, but 
when a group of them are involved defin- 
ite shadows are obtained and symptoms 
are usually present. These findings are 
much more important in the child than in 
the adult, because such shadows in the 
adult may result from scarring due to for- 
mer pathology. In the so-called primary 
complex, if the original infection is small 
enough to involve only a single gland or a 
small group of glands, we undoubtedly 
would fail to record it in a roentgenogram 
with sufficient clarity to definitely recog- 
nize such a condition, but such a small in- 
fection in all probability is so common in 
school children and causes so few symp- 
toms that it is more often never looked 
for. Post-mortem findings seem to indi- 
cate that most of us have had such a com- 
plex, although no history of a possible at- 
tack of the disease can be obtained. 


When we see groups of glands at the 
roots, they are quite definite and we have 
been able to observe them when they have 
resolved and when they have passed be- 
yond control. 


PARENCHYMAL INVOLVEMENT 


As regards parenchymal involvement, | 
should like to emphasize the fact that tu- 
berculosis of the lung has rather definite 
and outstanding characteristics which we 
should recognize when present and when 
absent we should be able to rule out tu- 
berculous parenchymal disease. The bacil- 
lus has definite physical proportions of size 
and shape and definite staining character- 
istics as well as cultural peculiarities by 
which it is known and recognized and it is 
fair to assume that its particular mode of 
growth, in the lung, should also follow in 
a fashion possible of recognition even 
when the growth is scant or the lesion 
small and it is our belief that as we see 
more and more of the method of attack in 
children we will be better able to recog- 
nize the early lesion and what is just as 
important, rule out the disease in the ab- 
sence of such findings and be better able 
to find the correct diagnosis. 

The acute forms of the disease are much 
more common than commonly supposed 
and as this type of lesion is mostly exuda- 
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tive or pneumonic in type it is easily diag- 
nosed, and as this type is very fatal, it is 
often thought that if it had been discov- 
ered in its incipiency a better outcome may 
have followed. This is probably not true 
as we find many cases almost as acute and 
with almost as sudden onset as a pneu- 
monia and little can be accomplished with 
any type of therapy. 

In the chronic forms of the disease is 
where we find the greatest variation, both 
in the type of lesion and also in the areas 
of involvement. Here we find the small 
evanescent type of lesion which may at one 
time be present and would show definitely 
ina roentgenogram and under favorable 
conditions disappear without leaving trace 
in a much shorter period than it would 
take in an adult. That the extensive as 
well as small tuberculous lesions disappear 
without leaving an x-ray evidence is now 
an established fact in the adult, though it 
is not so many years since we thought just 
the opposite. As regards the comparative 
rapidity of change in the child and the 
adult let us consider or review for a min- 
ute a few physiological facts of which we 
are in possession. 


We are able to demonstrate callous in 
children on the tenth day following a frac- 
ture and in the adult we see it first on the 
21st day; similarly in acute infectious dis- 
eases the course is shorter and often de- 
scribed as less severe in children than in 
the adult and it seems logical that we 
should find the same reaction much more 
quickly and if a ray is made at the proper 
time the lesion would have been found and 
when absent why speculate on its possible 
presence in some invisible form? That such 
changes happen we have proven to our own 
satisfactio nand present them to you with 
this interpretation that pulmonary tuber- 
culosis has definite and outstanding char- 
acteristics, clearly visible in the roentgen- 
ogram and the individual lesions are no 
different in the child than in the adult. 
Failure in registering such lesions or 
findings indicate the absence of the disease 
with the same degree of accuracy in the 
child as in the adult. In substantiation of 
this statement, I wish to state that in our 
hospitalized series we have failed to es- 
tablish the diagnosis of pulmonary tuber- 
culosis in any case where x-ray findings 
have been lacking. 


X-RAY IN- EXAMINATION OF AULTS 


In the adult type of pulmonary tubercu- 
losis, be it acute or chronic, exudative or 
productive, the early lesions are found in 
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one or the other of the upper lobes in about 
98 per cent of cases. This does not in- 
clude the primary complex. In children, 
on the other hand, in the first four or five 
years of age, we find more often the middle 
portion of the lung involved or even the 
base, after the fifth year usually the up- 
per lobes as in the adult. Why this is so 
we do not know and one theory is probably 
as good as another, such as the one offered 
by Walsh, namely tuberculosis attacks the 
areas of greatest physiologic activity, be- 
cause of the aerobic characteristic of the 
bacillus. 

The area of the greatest physiologic ac- 
tivity, he claims is in the apical region in 
the adult and probably at the lower level 
in the child. This, as you know, is quite 
contrary to an opinion formerly held, 
namely, that the apical regions in the adult 
contained more sluggish air currents and 
for that reason the beginning lesion was 
less disturbed and hence better able to de- 
velop. I am not defending either opinion 
as one may be as good as another. 


We have had several cases of pulmonary 
tuberculosis in our series, which appar- 
ently recovered quite completely from a 
rather extensive bilateral disease to con- 
tinue for some time symptom-free and at 
the age of puberty a fresh attack occured 
with disastrous results. This happened 
while patients were hospitalized and all 
possible care given. Such lowered resis- 
tance, according to the German writers, is 
found at this period much more frequently 
in girls than boys. 


DIFFERENTIAL DIAGNOSIS 


Broncho pneumonia is outstanding in its 
similarity, first of all as regards location 
in the lung. We have inner and middle 
lung field involvement and usually not far 
from the root. If the pneumonia is at all 
extensive, it may not be difficult of differ- 
entiation, but in the small patches of con- 
solidation and during the stage of resolu- 
tion it has many characteristics in com- 
mon with tuberculosis and it is necessary 
to re-examine in ten days when differen- 
tiation can be definitely made. In the ma- 
jority of instances, the history of sudden 
onset, with a rather high persistent tem- 
perature will differentiate the two condi- 
tions, but the self-limiting progress of 
pneumonia will serve best in differentia- 
tion. 

Searlet Fever—In this condition bron- 
cho-pneumonia is a very common compli- 
cation and it is usually very extensive and 
may resemble a blood borne dissemination 
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of a tuberculous process. The inner and 
middle lung fields may be involved on both 
the right and the left sides, but seldom do 
we find the outer lung field involved in 
this broncho-pneumonic process and al- 
most always do we find it involved in a 
tuberculous process of equal extent. The 
history of Scarlatina should serve as a 
never-failing warning of the actual pro- 
cess. 

Bronchiectasis—The causes of bronchi- 
ectasis are many and range from a con- 
genital to acquired forms. Any chronic 
pulmonary lesion may produce it and stop- 
ping up of secretions and fibrosis may 
cause dilatation of the bronchi and bron- 
chiectasis results. The location of such a 
process is usually in the lower portions of 
either or both lungs, and the lung mark- 
ings are more than ordinarily prominent 
and the condition may resemble closely a 
basal tuberculous lesion, of the productive 
type. Laipiodol instillation will definitely 
identify the lesion, but experience has 
shown that Lipiodol instillations should be 
avoided, in an active tuberculous process, 
so that it becomes necessary to watch the 
sputum, temperature, history and duration 
of illness before Lipiodol may be used. Dr. 
Weise states that hemorrhage in pul- 
monary tuberculosis in children is rare, 
but it is not infrequent in bronchiectasis. 

Lung Abscess—This is a common con- 
dition in children and often results from 
non-opaque foreign bodies, which obstruct 
a bronchus and proceed to decay. The on- 
set is usually sudden and careful history of 
either tonsilectomy or eating peanuts will 
surely suggest the condition. Broncho- 
scopic examination should be done and a 
foreign body will usually be found or at a 
later stage the abscess may be opened. 

Paravertebral abscesses from a Pot’s 
disease, in the upper thoracic or lower 
cervical segments may and often do simu- 
late large caseous glands, and X-ray of the 
spine will usually differentiate these condi- 
tions, and it is not common to find active 
pulmonary tuberculosis and bone tubercu- 
losis at the same time. 

Heart Lesion—Will cause considerable 
pulmonary congestion and when chronic 
give rise to fibrosis. The shape and size 


of the heart should serve, not only to iden- 
tify the heart lesion, but also the chambers 
involved. These increased lung markings 
are due to vascular shadows and they fade 
as they reach the middle lung fields and 
do not involve the outer lung field and 
they should be identified as they lack the 
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flaky appearance of tuberculous infiltra- 
tions. 


SENSITIZATIONS TO FOOD AND PLANTS 


Here we have a field which is little ex- 
plored and sensitizations tto food and 
plants occur in the child as well as in the 
adult. They will cough and sneeze, lose 
appetite and weight and become anemic 
and any type of nose and throat infection 
making the rounds finds a ready subject 
and the ground well prepared. These chil- 
dren have tonsils and adenoids scraped 
out without relief and tuberculosis is sus- 
pected, but does not develop and the out- 
come has often been this, that they learn 
to avoid offending substance and improve 
and later may lose sensitiveness. This 
group of cases, we believe, is the largest 
of all tuberculosis suspects and if a history 
of exposure co-exists, the diagnosis of tu- 
berculosis is usually made. Here is where 
the X-ray examination should show the 
way and will do so in the future. They 
have neither infiltrations, nor groups of 
glands near the lung roots. 

There are other infections which might 
be mentioned, but these are the most com- 
mon.and the most troublesome. At last I 
wish to offer an apology, if the view pre- 
sented to you appears radical and in your 
opinion, unsupported by facts as_ pre- 
sented. The only excuse I have is that we 
reached these conclusions as a result of 
our work and as time passed and our ex- 
perience has increased, we have found in- 
creasing support for the stand that. the x- 
ray examination in the child is just as 
definite in point of information as it is in 
the adult. 
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DISCUSSION OF DR. BIRKELO’S PAPER 


DR. C. A. WILSON (Detroit): Mr. Chairman, 
I think tuberculosis in childhood is one of the 
things we find rather difficult to diagnose in a 
great many cases. It seems to me that some 
very definite findings are essential to a diagnosis 
of tuberculosis in children. The National Tuber- 


culosis Association put out certain definite mini- 
mum standards of diagnosis of tuberculosis, and 
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they are briefly, of course, a history of exposure, 
physical signs and symptoms, positive tubercular 
reaction and x-ray findings. Dr. Amberson, as 
Dr. Birkelo mentioned, was a member of the com- 
mittee that put down those certain standards. I 
am quite interested in this work that Dr. Birkelo 
has been doing, and his report, and also the re- 
port Dr. Amberson gave at the Herman Kiefer 
Hospital a couple of years ago on “X-ray Find- 
ings of Tuberculosis in Children,” which is based, 
I presume, largely on this type of work. 

It seems to me we can expect, and we should 
expect, particularly as Dr. Birkelo brought out 
here, definite findings on the x-ray if the child 
has tuberculosis. Certainly it is not necessary to 
find them at the time of taking the blood test. I 
think we have often had a tendency to consider 
a child as tuberculous because of positive tuber- 
culin test, possibly without even a history of ex- 
posure. Last spring, about seven or eight months 
ago, a baby under one year of age came to me. 
The mother was ready to resign, expecting the 
child to die. She came more or less hopelessly 
and asked me if I could do anything. She said 
the baby had tuberculosis, and she wanted to 
know if I could cure it. I told her if the baby 
was tuberculous, it probably would die. The baby 
had several positive tuberculin tests, had x-rays, 
and had been definitely diagnosed as tuberculous. 

When a rectal abscess was opened thoroughly 
and drained, the baby’s temperature went down. 
Within two or three weeks the baby was nearly 
normal. The child simply had a bronchial pneu- 
monia, which cleared up rapidly. I think we need 
some very definite tuberculous findings. The posi- 
tive tuberculin test should not be considered tu- 
berculous. 

DR. G. G. TOWSLEY (Grand Rapids): I do 
not see many children. I feel like Dr. Wilson, 
that there should be some pretty definite findings 
regarding tuberculous children. In institutional 
work I hestitate to take children in unless they 
are definitely tuberculous. I feel that we do 
more harm than good with these children. We 
do not hospitalize children in our institution. They 
must have definite findings, as you mentioned, on 
the standards of the National Tuberculosis Asso- 
ciation. I was interested in some work several 
years ago that later was reported to the Na- 
tional Association—doing tests on rural children. 
We did tests on 1500 children of school age, chil- 
dren with positive contacts, children of doubtful 
contacts and children of no history of contact 
with tuberculosis. The work was reported by Dr. 
Schroeder. The findings changed, to a great ex- 
tent, our previous ideas on the prevalence of 
the tubercular infection in children. We found 
in the children with positive contacts, naturally, 
the infection ran high, but in the children of 
doubtful and no history of contact, we found the 
prevalence of infection was much lower than what 
had previously been reported. 

DR. FRANK VAN SCHOICK (Jackson): About 
two years ago work was started in Ann Arbor 
at University Hospital. The work was started 
by a routine intradermal tuberculin test on all 
children admitted to the hospital. The tuberculin 
reactions were between 45 and 55 per cent posi- 
tive in the children admitted, taking no cogni- 
zance of the place from which they came, or 
through which department they entered. That re- 
sult is quite at variance with the results Schroe- 
der reported some years ago in the rural districts 
of Minnesota where the average was about 10 per 
cent. 

It was found in Ann Arbor, in checking up on 
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the x-ray findings of all of these children who 
had positive tuberculous reactions, that the x- 
ray findings varied considerably, and that vari- 
ance was pretty closely associated with the de- 
gree of positiveness of the tuberculin reaction. 

The tuberculin reactions were done in various 
stages; the first .1 milligram of old tuberculin 
injected intradermally, and if that was negative, 
5. milligram injected, and if that reaction was 
negative, 1 milligram was injected—these injec- 
tions following after a three to five-day interval. 
If we found x-ray evidence of involvement of the 
lung, whether in the parenchyma or root of the 
lung, it followed pretty closely to the degree of 
positiveness of the tuberculin reaction. The more 
positive reactions, the ones that occurred with the 
.1 milligram, almost invariably showed some in- 
volvement of the root of the lung. ; 

The cases that the doctor has pictured we saw 
very infrequently at University Hospital, though I 
would emphasize the fact that a positive tuber- 
culin is not evidence of a tuberculous activity to 
the extent of producing symptoms in the child. 
The degree of positiveness of the tuberculin re- 
action, I do feel casts some light on the activity 
in the process. 

DR. A. L. JACOBY (Detroit): Considering 
tuberculosis in children between two and twelve 
on the physical findings either by x-ray or by ex- 
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amination is the least important. There are two 
main questions to be answered. One is, “Has 
the child been infected?” That can be determined 
by the tuberculin or intradermal test. The second 
is, “Has the child got activity?” That can be 
determined by the general condition of the child, 
the temperature, the loss of weight, the fatigue, 
and those signs. The involvement of the tracheo- 
bronchial glands, of course, appears early in the 
stages of tuberculosis. But if we find that the 
child has tuberculosis and does not involve any 
of the primary organs, like the parenchyma of the 
lung, or the bones, or the meninges, or the peri- 
toneum, then we can go ahead and treat that 
case as a tuberculous condition, whether or not we 
have any physical findings. 

DR. C. C. BIRKELO (Detroit, Closing the Dis- 
cussion): I thank the gentlemen for the general 
discussion. I might say that the problem of 
making definite diagnosis is an economic one. We 
have a waiting list of children demanding hos- 
pitalization. It is quite important to decide 
that they have tuberculous disease, and if they 
have not, those others who may have it, can be 
admitted. That is largely the reason we started 
out in this fashion. We saw. so many we felt 
were not tuberculous, and we tried to weed them 
out from the series, in order to let others come 
into the institution. 
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Acute peptic perforations are found next in frequency to acute appendicitis in the 


list of operations for acute conditions of the abdomen in most clinics. 


They are rare 


in the colored race and so rare in the female that at least one writer, Gibson of New 


York hesitates to diagnose the condition in a woman. 


They are rare in children but 


may be found at any other period of life and are most common in adult life from twenty 


to fifty. 


All of the cases in this short series were of the asthenic type with the nar- 


row epigastric angle so well described by Draper in this country and Bauer in Vienna. 


The etiology of the condition is probably | 


the same as that of the ulcer itself with 
the factor or factors operating in a more 
extended or more severe form. 
theories are advanced in the causation of 
ulcer and these may be briefly classified as 
digestive, mechanical, infectious, toxic, cir- 
culatory, inflammatory, endocrinal and any 
combination of the above named causes. 
Operation within six hours of onset of 
the acute symptoms offers the patient a 
good chance of his life. From six to twelve 
or eighteen hours, the outlook is dubious 
and beyond this interval the prognosis is 
very poor. The patient with the empty 
stomach when the perforation takes place 
has a better chance. Also, those who have 
a perforation in the posterior wall of the 
stomach into the lesser cavity, with the 
consequent filling of this cavity and finally, 
an outpouring of stomach contents from 


* L. C. Snodgrass, University of Mich, 1927. Surgical Resi- 
dent in Hurley Hospital, Flint when above article was 
written. At present surgical resident in Orthopedic Hos- 
pital and Infirmary for Nervous Diseases, Philadelphia. 
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the foramen of Winslow, are said to have 
a better prognosis. The advantage in this 
delay of the invasion of the general peri- 
toneal cavity is somewhat offset by the 
fact that the rate of absorption is reported 


_ to be greater in the upper part of the peri- 


toneal cavity than in the lower. The aver- 
age mortality given in the literature varies 
greatly and may be placed at from 15 to 


| 50 per cent. 


‘With the prognosis in mind, a review of 
the conditions that develop when a peptic 
ulcer perforates may be in order. The 
great majority of perforations are found 
at the pylorus or within two centimeters 
of it in either direction. Most of these 
are on the anterior wall of the stomach, in 
explanation of which, Davis in his Applied 
Anatomy, points out that because of the 
greater mobility of the anterior surface, 
there is less chance for the formation of 
protective adhesions. With the perfora- 
tion taking place anteriorly there comes a 
rapidly developing general peritonitis. 
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With the perforation posterior, the result 
is the same but there is a longer interval 
before the process becomes generalized. 
There may be a double perforation occur- 
ring in multiple ulcers. A small perfora- 
tion may occur which seals itself with the 
disappearance of signs and symptoms. We 
have seen such a case here within the last 
year with typical signs and symptoms of a 
perforation following a long ulcer history. 
The man refused operation and we gave 
him up for dead only to find him much im- 
proved the next morning. This case is not 
included in the present series. 

Not infrequently, the ulcer perforates 
into another viscus forming a fistula. The 
most common of these is the gastrocolic. 
Seven cases have been reported in which 
gastric ulcer perforated to the heart. The 
records show eleven instances in which the 
pericardium alone was perforated. There 
are also authentic cases on record of gas- 
tro-pulmonary fistulae formed through ul- 
cer perforation as well as gastro-cutaneous 
fistulae formed in the same manner. Gas- 
troduodenal fistulae are more common with 
the third portion of the duodenum than 
with the first. The reader is referred to a 
brief but excellent summary of the litera- 
ture on these fistulae by Dr. Robert T. 
Monroe of Boston in a recent number of 
the American Journal of the Medical Sci- 
ences. 

Sixty to seventy-five per cent of these 
cases die of peritonitis according to most 
writers. Empyema, sub-diaphragmatic 
abscess and pulmonary abscess account for 
a goodly number. Most series show a small 
number of deaths classed as anesthetic 
deaths. One or two per cent may have a 
second perforation. One wonders why 
more of these people do not die of hem- 
orrhage from involvement of the large 
vessels in the vicinity. At least one of the 
anatomists offers a partial explanation for 
this when he states that the large gastric 
vessels often lie a short distance away 
from, and not in immediate contact with, 
the stomach wall. 

There are no associated conditions pres- 
ent which bear a constant relation to the 
perforation. While X-raying the chest on 
some of these cases to determine the posi- 
tion of the diaphragm we found one case 
of active pulmonary tubercule.is and one 
other case which strongly suggested aorti- 
tis. It has been pointed out that it is not 
uncommon to find ulcers in other portions 
of the gastro-intestinal tract in association 
with gastric ulcer. These are more common 
when of infective origin but may occur in 
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simple, acute gastric ulcer. Bolton in his 
book, ‘“‘Uleers of the Stomach,” describes 
them in the duodenum, esophagus, lower 
end of the ileum and the colon. Barron, 
reporting in the Archives of Surgery, gives 
four cases associated with ulcer of the 
stomach in a series of fifty-three simple 
ulcers of the colon. 


The ulcer history with the sudden onset 
of severe epigastric pain associated with 
a board-like rigidity usually makes the 
diagnosis easy. The white count is of lit- 
tle value in differential diagnosis. The 
rectal examination may actually point to a 
diagnosis of appendicitis due to the ar- 
rangement of the mesenteric attachment 
guiding the gastric contents to the right 
lower quadrant. 


The pain in these cases is extremely se- 
vere and the patient may be found in 
shock. Many writers describe this pain as 
radiating to the shoulders when the case is 
seen early. We have seen this in only one 
case. It may radiate through to the back. 
Later the patient may describe the pain as 
generalized through the abdomen with the 
maximum point of tenderness as having 
settled in the epigastrium or in the right 
lower quadrant. 


The abdominal rigidity, when one con- 
siders the short time in which it is pro- 
duced and the characteristic order in which 
it spreads in early cases, is almost path- 
ognmonic. DeWitt Stetten of New York 
City in an article in the American Journal 
of the Medical Sciences emphasizes this 
striking clinical sign in admirable fashion. 
He points out that the first rigidity is 
found in the right upper quadrant, then in 
the right lower quadrant, next in the left 
upper quadrant and finally in the left lower 
quadrant. If one is dealing with a rather 
lax abdominal wall this may give a relative 
ballooning of the left lower quadrant and 
he describes such a case. This sign will 
only be of value when the case is seen early 
and followed closely. 

X-ray may show a layer of air just un- 
der the diaphragm usually on the right 
side when the patient is in the erect posi- 
tion. Frequently it may be found by per- 
cussion that this layer of air has obliter- 
ated or diminished the liver dullness. At 
operation, in suspected cases one may open 
the peritoneal cavity under water to detect 
free gas in the cavity which is done at the 
autopsy table for the same purpose. 

When the case is seen late, it is often 
impossible to differentiate it from periton- 
itis resulting from a varied etiology. The 
differential diagnosis will include among 
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other conditions acute appendicitis, chole- 
cystitis and cholelithiasis, abdominal an- 
gina, coronary thrombosis, tabetic crisis, 
volvulus, mesenteric thrombosis, a perfor- 
ation in the gastro-intestinal tract lower 
down, diaphragmatic hernia, acute hem- 
orrhagic pancreatitis, a dissecting an- 
eurysm of the lumbar aorta and non-per- 
forated pyloric ulcer with a large retroper- 
itoneal hernia. We have had one case of 
each of the last three conditions named and 
their rarity is only matched by the diffi- 
culty in differentiating them. 

3elow are listed fourteen cases of perfor- 
ated peptic ulcer which were operated in 
Hurley Hospital from January 1, 1928, to 
January 1, 1929: 

It will be seen that the age varied from 
20 years to 48 years for the simple ulcers 
and 53 years for the carcinomatous ulcer 
with perforation. All of these cases fell 
into the second time grouping, being well 
over the six hour interval between onset of 
symptoms and operation except two. The 
urine and the blood findings offer nothing 
out of the ordinary. Those having a high 
pulse rate on entry were fatal cases, due, 
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no doubt, to the advance stage of the peri- 
tonitis. One case at autopsy, showed an- 
other ulcer, not perforated at the pylorous 
directly opposite the perforation; an ex- 
ample of the kissing type of ulcer. 

The treatment of these cases was sim- 
ple closure of the perforation with or with- 
out the use of the cautery except in two 
instances where posterior gastroenteros- 
tomy was done. Drainage was instituted 
in all of these cases. Appendectomy was 
done in three instances. The length of the 
operation varied greatly, from 14 minutes 
to one hour and 52 minutes, the two long- 
est operations being the gastroenteros- 
tomies. 


Under complications should be men- 
tioned one case in which the sutures di- 
gested free, allowing a knuckle of small 
bowel to appear in the incision. This man 
was taken to the operating room-and re- 
sutured and died on the following day. One 
of the two cases with the gastroenteros- 
tomy performed had an uneventful conval- 
escence. The other case developed signs of 
intestinal obstruction and died 31 days fol- 
lowing operation. Partial autopsy disclosed 








Interval be- | 
| tween onset Interval be- | Hospi- 
Length of jof acute symp-| tween opera- | Blood Urine T. P. R. | talization 
ulcer history| toms and tion and death on entry Period— 
operation in fatal cases Days 
Mr. S. S. a poms) - ~ |Whe 23,800. Polys. 90%| T-99.2 
Age 40 (fatal) 1 year \19 hours 5 days, 41% hrs.|Rbe 5 million. HgB 100% )No report P-120. R-20 
Mr. C. J. | T-97.8 
Age 32 3 years Not known No blood specimen Negative P-80. R-28 25 
Mr. C. F. | T-98 
Age 48 2 years 17 hours No blood specimen |Negative P-100. R122 22 
| | 
Mr. W. De W. \Indefinite— 
Age 35 (fatal-|4 years not more than/3l days Wbe 29,800. Polys. 92%!No report T-99.8 
late) 24 hours P-110. R-24 
mrs, A. 5B: Few pus cells. T-101.8 
Age 32 (fatal)|No record \No record 114 hours Whe 11,200. Polys. 88%|Albumin P-136. R-30 
| | 
Mr. ©; -D: | | 
(colored ) | | Whe 14,750. Polys. 81% 
Age 20 \2 years 24 hours Coag. time, 4 min. Sugar + + P-100. R-32 20 
Mr. J. S. | | | T-97.2 
Age 29 (fatal) Several months! No record -!16 hours No blood specimen No report P-136. R-42 
Mr. J. P. An occasional 
Age 23 (fatal)|2 months 30 hours 151 hours Whe 14,650. Polys. 85° red blood cell No record 
Mr. R. D. No previous T-99.2 
Age 30 uleer history |No record Whe 21,000. Polys. 92% Negative P-100. R+34 45 
Mr E. J: Numerous pus T-98 
Age 47 5 years 5 hrs.-30 min. No specimen cells. Sugar + P-110. R-20 37 
mr. J..G. \Stomach_trou- An occasional 
Age 28 (fatal)|ble entire life)18 hours 15 hrs, 25 min.|;No specimen pus cell No record 
mr, A. S. ‘For many T-99.2 
Age 35 years” 10 hours Whe 16,500. Polys. 84°, Negative P-80. R-20 10 
Mr. S. C. Albumin + T-98 
Age 30 3 years 7 hours Whe 22,000. Polys. 80%|Later exams. neg. P-80. R-20 
me So Pp: ‘Sour stomach | Numerous pus cells T-not noted 
Age 53 (car- |for 2 weeks /31 hours Whbe 10,200. Polys 860 ¢'Few granular casts P-120. R-20 26 
cinoma) 
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intussusception at the site of the anas- 
tomosis. The colored man developed bi- 
lateral bronchopneumonia which cleared up 
in about a week. One case developed a sub- 
phrenic abscess which was drained and 
went on to an uneventful convalescence. 

The perforation in the carcinoma case 
warrants special mention. This man gave 
a history of sour stomach for only two 
weeks and complained of nothing else. He 
claimed that he was never sick before in 
his life. At operation a large perforation 
near the pylorous was found which ap- 
peared to be carcinomatous. A biopsy was 
taken and the opening closed. The patient 
made a very nice recovery and the pathol- 
ogist reported an infiltrating, undifferenti- 
ated carcinoma of the stomach, grade four 
in malignancy. 

The one case of this series which we had 
the chance of seeing early showed a rigid- 
ity extending across the upper half of the 
abdomen and down into the right lower 
quadrant. 

Six out of the fourteen cases showed pre- 
operative vomiting which ordinarily was 
not of a severe type nor very persistent. 

Perforated peptic ulcer suggests itself as 
an opportunity to study the movements of 
the diaphragm when stimulated from its 
inferior surface. Many of these people 
will say that it hurts them to breathe in 
the region of the diaphragm. A few moist 
rales can be heard at the bases in all of 
these cases before operation. After oper- 
ation they all develop some cough and in 
one of the cases listed above, bronchopneu- 
monia. Other high abdominal lesions, less 
acute in nature, are not usually associated 
with these annoying symptoms. 

This phase of the question interested us 
greatly and we have X-rayed some of these 
chests to determine the position of the 
diaphragm and to see if the normal curves 
were present and to locate collapsed lung, 
if possible. Our results are very meagre 
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but suggestive enough to encourage us to 
continue the practice. In two cases the 
right dome was held slightly higher than 
normal and one of these showed a much 
more acute curve on the right than on the 
left. One other case showed some tenting 
of the left dome but this was thought to be 
due to adhesions between the visceral and 
diaphragmatic pleura. The limitation of 
the respiratory movements of the thorax 
before any surgery has been performed in 
these cases is a well known fact. The ala 
nasae are often used to an exaggerated de- 
gree and the patient may actually grunt 
with each respiration. 

Fourteen cases of acute gastric perfora- 
tion with a mortality rate of 42 per cent 
have been presented. One perforation was 
in a carcinomatous ulcer. One of the cases 
presented is a female and one is a Negro. 
The long period intervening between the 
onset of acute symptoms and the time of 
operation again directs attention to the re- 
sponsibility of the internist and physician 
who give these people medical treatment, 
to warn them to seek medical advice im- 
mediately when seized with severe abdom- 
inal pain. Attention is also drawn to in- 
teresting respiratory phenomena in this 
type of case before great abdominal dis- 
tension has taken place. The advisability 
of gastroenterostomy in the face of acute 
gastric perforation is again seriously ques- 
tioned. The characteristic order of spread 
of rigidity is a very valuable early sign in 
diagnosis. 
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GLANDS PLAY ROLE 
Deficient functioning on the part of certain 
glands plays a significant role in the development 
of a type of mentai disease known as dementia 
praecox, Dr. R. G. Hoskins and Francis H. Sleeper 
of the Worcester State Hospital told members of 
the Association for the Study of Internal Se- 
cretion. These scientists made a study of 80 pa- 
tients suffering from dementia praecox. They 
found that half the patients showed evidence of 
glandular deficiency. In 14 cases the thyroid 
gland was involved and in 13 the pituitary. In 
13 other cases the specific gland at fault was not 
determined. 
Gland treatment was given to 53 of the 80 pa- 
tients. In half the group that has shown evidence 
of glandular disturbance or deficiency, significant 


IN MENTAL DISEASE 


mental improvement took place following the 
gland treatment. Five patients became well 
enough to go home and treatment was suspended. 
Four others are continuing treatment but are 
nearly or completely free of evidences of the 
mental disease. Of the gland substances used in 
treatment, thyroid proved most effective. 

Dementia praecox is a very serious disease, 
both to the individual and to the community. More 
than one-sixth of all hospital beds in the United 
States are required for patients suffering from 
this disease. It costs the state of Massachusetts 
alone about $4,000,000 a year. For the individual 
it is a calamity worse than death.—Science Serv- 
ice. 
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MANAGEMENT OF OSTEOMYLITIS 


GEORGE J. CURRY, M. D., F. A. C. S. 
FLINT, MICHIGAN 


It is impossible to cover this subject in detail in the time allotted, so I will only be 
able to discuss superficially some of the more important phases. A review of one thou- 
sand consecutive major surgical procedures showed acute or chronic osteomyelitis oc- 
curring forty times, so that in a practice of general surgery we can expect the ratio to 
be one to twenty-five. The occurrence of course, is much more frequent in a specialized 
clinic but for those of us conducting a surgical practice in the smaller, metropolitan 
centers, this may be a fair estimate. The above figures are taken from the writer’s 
personal cases. At least the occurrence is 
often enough for us to be on guard as to | 


its management when we are confronted heavily populated districts. The attention 
with the same. to skin abrasions, superficial infections, 
The acute inflammatory condition of should be close. 
bone structure usually designated by the Immediate treatment should be insti- 
term “osteomyelitis” is in reality an in- tuted as soon as the diagnosis has been 
flammation of all of the structures which made. The sooner this is done, the sooner 
go to make up the entire bone. A word | the pain and toxemia will be relieved and 
as to the anatomy of bone would no doubt | the less destruction theré will be of bone. 
be essential at this time. The periosteum An incision should be made over the point 
IS a very vascular membrane surrounding | of greatest tenderness in the metaphysis. 
the entire bone except at its articular ends. | Care should be exercised to keep the in- 
Attachment to the bony cortex is by loose, cision clearly on the diaphyseal side of the 
areolar tissue. Vessels and lymphatics | epiphysis, to preserve the attachment of 


pass from this structure to the en- | the membrane at the epiphyseal line. This 


dosteum and medulla. At the epiphyseal | precaution may save extension into the 
end it dips into the epiphyseal line and is | joint. If extension takes place into the 
densely adherent to the epiphyseal car- | joint, however, they frequently do better if 
tilage where it is differentiated from the | left alone. Evacuate if the local symptoms 
periosteum covering the epiphyses. The become very severe or if the constitutional 
cortex is made up of lamellae, parallel first symptoms become alarming, preceded by 
with the periphery of the cortex, and sec- | aspiration. If the aspirated material on 
ond arranged in concentric rings about the | culture shows streptococci, multiple in- 
Haversian canals. Through the Haversian cisions may be made, evacuation of the ma- 
canals blood vessels and lymphatics travel | terial and no drainage inserted, followed 
between the medulla and the periosteum. | by gentle active movements according to 
It is one-half to one-quarter inch in thick- the method of Willem. Frequently this 
ness at the middle and tapers off to paper will be all that is necessary. 
thinness at the epiphyseal line. Cancellous | Dr. Bancroft of the Vanderbilt Clinic, 
bone is loose and makes up the bulk of the New York, drills first in the suspected 
structure in the ends of the long bone. osteomyelitic area and if pus is en- 
The medulla fills the medullary or central | countered, a button of bone is removed and 
canal and extends down into bone ends to drainage established. If no frank pus is 
fill the interestices in the cancellous bone. | encountered, the drill hole will release the 
The nutrient artery perforates the cortex _ tension and permit the escape of pent up 
at its middle and divides, one branch | exudate. It should be the aim of all of us 
directed towards each extremity. ' to make a diagnosis sufficiently early to 
Inasmuch as osteomyelitis is a blood | prevent subsequent destruction of bone. 
born infection with localization in bone, a | Sometimes an acute periostitis is diag- 
primary focus is presupposed elsewhere in | nosed. Incision is made and pus is found 
the body, and the treatment in general is between the bone and the periosteum, and 
that of the treatment of sepsis, and drain- the surgeon does nothing more. Extensive 
age is the rule. Asa prophylactic measure necrosis follows and there may be an as- 
the feeding and housing of children and sociated complicating septic arthritis. A 
improvement of their nutrition will go far | frequent cause of delay in diagnosis is 
toward increasing the general resistance. | waiting for X-ray when a bone is sus- 
This is particularly true of children in | pected of having osteomyelitis. At an early 





hood and occurs more frequently in the 


densely populated districts, inasmuch as __ stage, as you all know, the radiogram does 
this condition is usually a disease of child- not reveal any abnormality in the bone. No 
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curretting of this cancellous bone should 
be permitted as it cannot do good and de- 
stroys endosteum. It may be argued that 
in an early case, especially in a child, the 
area of infection cannot be found, but if 
we remember that the infection com- 
mences in the metaphyses of the affected 
bone, and supposing we do make a bad 
shot, the results of our mistake cannot 
compensate for the results of hesitancy 
and delay. 

There is a small group of cases of which 
you all no doubt, have had, that raise the 
question, does osteomyelitis heal spontan- 
eously? That sort of case that you have 
waited for sequestration to take place in, 
after you have first seen it in a well ad- 
vanced state, and as you observed it radio- 
graphically from time to time, you note a 
return of trabeculation in the bone struc- 
ture, and the case goes on to recovery. I 
have had several. Dr. Bancroft reported 
quite a number recently in a resume of this 
subject at the American College of Sur- 
geons Congress in Boston. The radio- 
grapher cannot tell the difference at times 
between osteogenetic bone and _ necrotic 
bone. Definitely, radiographically de- 
scribed and recognized sequestra, have 
taken on trabeculation and the case heals. 

It has been my experience and those I 
have been able to observe, that close obser- 
vation clinically and radiographically, un- 
til signs of sequestration and involucrum 
take place, followed by a cratering of the 
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area is a good procedure. Removal of the 
sequestra as gently as possible, and the 
wiping away of the granulation tissue, 
preparatory to chiselling the crater, and 
obliteration of overhanging bone edges. 
This also applies to care of the circum- 
scribed bone abscess, known as a Brodie’s 
abscess. If a satisfactory crater can be 
made, soft rubber tissue drainage with 
closure of the wound, has been successful 
in my hands. If the infected area is so 
situated, so as to make an unsatisfactory 
crater, it may be necessary to pack the 
cavity from time to time to facilitate re- 
generation of bone from below up. Dr. 
Orr of Kansas City, advises the use of 
vaseline gauze dressings, and I have found 
them satisfactory in two cases tried. It 
seems that those cases in which the dress- 
ings are changed frequently, improvement 
is not as marked as in those in which the 
dressings are changed at four to five day 
intervals. I cannot account for this. Os- 
teomyelitis frequently is complicated by a 
neighboring septic joint, due to extention 
from the epiphysis. The management of 
this has been mentioned. Dr. Ober of the 
Children’s hospital in Boston, advises the 
use of a walking Thomas splint for difuse 
Osteomyelitis. The constitutional treat- 
ment of the cases is, of course, accepted. 
Dr. Osgood, of Boston, states that his 
policies are early, adequate drainage for 
acute cases and as little surgery as possible 
with the chronic cases. There are no 
classical operations for osteomyelitis. 





NEW PSYCHOLOGY TO INFLUENCE INTER- 
NATIONAL POLITICS, PREDICTED 


The new psychology will become one of the 
principal stabilizing influences in international 
politics, in the opinion of Dr. Bernard Glueck, well 
known psychiatrist of New York, who has recently 
returned from a professional visit in Berlin and 
Paris. “In Switzerland and Germany there is a 
wonderful movement toward shaping the coming 
generation along vastly more liberal lines,” he 
said. “Eventually this education will have a pro- 
found influence upon economic and political rela- 
tions throughout Europe. I believe that mental 
hygiene will go a long way toward making the 
coming generation in Germany less foolishly ag- 
gressive and more internationally minded.” 

Comparing America’s mental problems with 
those of Europe, Dr. Glueck said that the greatest 
problem America faces today is that of learning 
how to use intelligently its leisure and wealth. 
Excessive wealth and leisure are coming to be 
one of the principal causes of both individual and 
social maladjustment in this country, he stated. 

America’s tendency to form mergers and con- 
solidations in business and industry is bringing 
problems to practicing psychiatrists, Dr. Glueck 
pointed out. Every now and then a merger takes 


away from some very active and promising young 
man the opportunity for realizing his greatest 
possibilities. He becomes part of a great piece of 
machinery, and in time perhaps feels that he has 
not made the most of himself. 

“This American trend toward consolidations in- 
evitably subordinates many who have shown abil- 
ity to become leaders,” Dr. Glueck saic. “I don’t 
know the answer, but if consolidation fails there 
will be something else. That is the really great 
thing about America; it never gets out of the ex- 
perimental stage.”—Science Service. 





ACHYLIA IN PERNICIOUS ANEMIA AFTER 
LIVER TREATMENT 


A. Hecht Johansen, Copenhagen, on examination 
found that nineteen patients with pernicious 
anemia, who had been treated with liver, or liver 
preparations, from three to seventeen months, and 
in whom all other symptoms disappeared or im- 
proved considerably, did not show any change 
whatever in the achylia present, as no free hydro- 
chloric acid could be demonstrated in the gastric 
juice even after injection of histamine.—Journal 
A. M. A. 
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SURGERY OF THE PHRENIC NERVE AND INTRAPLEURAL PNEUMOLYSIS 


Ek. J. O'BRIEN, M. D.* 
DETROIT 


In the treatment of pulmonary tuberculosis, under the old regimen of watchful wait- 
ing, in which patients were kept at bed rest until their disease had advanced so far 
that only the more drastic surgical procedures were of benefit, phrenic nerve operations 


were not often employed. 


Since it has become clear to all physicians that early compression of some sort should 
be used in unilateral lesions to assist in their arrest before the disease has spread to 
the other lung, phrenic crushing and exersis have taken their places along with arti- 


ficial pneumothorax as valuable and neces- 
sary methods of treatment. 





I am of the opinion that practically 


Operations on the phrenic nerve are per- | every patient with a unilateral tubercu- 


formed to cause a paralysis of the dia- 


phragm, this paralysis being made tempo- | compression therapy and almost none of 


rary or permanent by the choice of pro- 
cedure. Paralysis of the diaphragm will 
be caused by simple cutting or crushing of 
the phrenic nerve and its accessory, which 


exists in about 20 per cent of cases, but | much shorter time if it were given. Physi- 
the nerve will regenerate in five or six | 


months and the diaphragm will resume its 
function. If a permanent paralysis is de- 


sired, the entire nerve, or at least a seg- | 
ment of it, as well as the accessory must | 


be removed. The former procedure is 
called phrenicotomy and the latter phreni- 
cectomy or phrenic exeresis. 

Paralysis of the diaphragm causes it to 
thin out and rise into the chest, stops its 


the lung due to negative pressure within 
the thorax, and also the pull of contract- 
ing fibrous tissue, and gives added rest and 
compression by the upward force of intra- 
abdominal pressure. 


lous lesion should be given some form of 


them left to bed rest alone. The fact that 
many lesions clear up without it does not 
change the fact that many of them do not 
nor that more of them would do so in a 


cians owe it to their patients or to those 
responsible for them to restore them as 
independent members of the community 
as soon as possible. In patients in whom 
lesions clear up without compression, rest 
is the predominant factor and, as compres- 


| sion gives added rest, physicians have no 


Artificial pneumothorax can be used in | 


many of the conditions in which phrenic 
operations are indicated, and in many 
cases it must be given the preference. 
However, in those cases in which it seems 
that either procedure may be used with 
equal benefit, in my opinion phrenic nerve 
operations are more desirable. They are 


anesthesia with little or no danger in ex- 


perienced hands, and the patients can in | 
st cases ti their bed rest without | ; 
pie Age satires _ Should not be considered. They should be 


further interruption. But pneumothorax 
once begun must be continued from one to 
five years with constant refills, which are 
burdensome to the patient. 


*Read before the Section on Surgery at the 108th Annual 
Meeting of the Michigan State Medical Society, Detroit, 





Thoracic Surgery. By special 
was also published in the Journal of the A. M. A. 


* Dr. E. J. O’Brien is head of department chest surgery at 
Harper Hospital, Detroit ; Chief Surgeon Herman Kiefer 
Hospital, Detroit; Chief Surgeon Maybury Tuberculosis 
Sanitorium, Northville, Mich; Chief Surgeon Oakland 
County Tuberculosis Sanatorium, Pontiac, Mich.; Con- 
sulting Surgeon St. Joseph Hospital, Detroit. 


arrangement this paper | 


_ the compression afforded by this procedure 


; . | thorax but in which the 
performed in a few minutes under local | 


right, in my opinion, to withhold it if this 
can be accomplished without injury to the 


) ; ; I | patient. 
pumping action, releases elastic tension of 


Even in the most innocent looking le- 
sions, a crushing of the phrenic nerve 
gives much more assurance of their heal- 
ing and is almost without danger if done 
by experienced hands. As the nerve will 
regenerate in five or six months, as has 
been stated, function will not have been 
lost but the patient will have had the bene- 
fit of its compression during that time. 

Crushing should always be used, in my 
opinion, in minimal lesions not active 
enough to warrant collapse with pneumo- 
added rest will 
give more assurance of their healing. 

In patients with soft, exudative, rapidly 
spreading lesions, phrenic operations 


given treatment by pneumothorax as soon 
as possible; but if the same lesion is seen 


| after the activity has subsided and only a 


soft walled cavity remains, a crushing may 


be done. The lesion just described is at- 


Mich., September 27th, 1928, as part of a symposium on | 


tempting to heal by excavation and often 


will suffice to cause its healing. After the 
crushing, frequent check-ups by means of 
X-rays should be made, and if the diseased 
area does not clear up readily or if re- 
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activation commences, a pneumothorax 


should be added at once. 

In uncontrollable hemorrhage, even in 
bilateral lesions, if pneumothorax is not 
possible, crushing should be done on the 
side where the bleeding occurs. Of course, 
if the disease here is unilateral and exten- 
sive, an exeresis should be done. 


Crushing is used before upper stage 
thoracoplasty for apical cavities contain- 
ing a considerable amount of positive 
sputum if there is no disease in the re- 
mainder of that lung. Here it will give 
temporary compression to the lower lung 
while the chest wall is being dropped on 
the cavity, giving added protection against 
aspiration pneumonia without permanent 
loss of diaphragm function. 

It is also indicated in those cases in 
which compression of a diseased lung is 
desirable and in which there is a suspicious 
lesion in the so-called good lung that it has 
not been possible to test out with pneumo- 
thorax because of the absence of free 
pleural space. It is a well known fact that 
if these suspicious lesions are activated 
following compression, such activity oc- 
curs soon after compression has_ been 
started. Therefore, while pneumothorax 
would have been preferable because it is 
possible to discontinue it at any time and 
remove the air if activity occurs, a phrenic 
crushing, because of its temporary effect, 
is to be preferred to exeresis. 

When, in extensive lesions in one lung 
there has been a spread to the good lung, 
bed rest should be started if the patient is 
not already in bed, in the hope that the 
spread will clear up, giving one a chance 
to do something to the more diseased lung 
later. However, if in these cases, after a 
prolonged period of bed rest, a recent 
spread to the other side is found, it seems 
improbable that further bed rest will be of 
use and some form of compression should 
be done on the more diseased side as a last 
resort in the hope that it will clear up both 
lesions. Pneumothorax should be used 
here if possible, but if this is impossible a 
crushing should be done. 

In early nontuberculous lung abscess in 
which there is free bronchial drainage 
with considerable foul-smelling sputum 
that is not clearing up after four or five 
weeks of bed rest, postural drainage and 
bronchoscopy, crushing should be done to 
give added rest and compression and to 
prevent chronicity of the abscess and 
bronchiectasis. 

Phrenic exeresis should be done in uni- 
lateral tuberculous lesions that are not 
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very active, but are more extensive than 
those in which a crushing is indicated. 
These lesions are usually of the productive 
or mixed type not active enough to war- 
rant pneumothorax. 


It should also be done before a lung hav- 
ing an extensive lesion is allowed to re- 
expand after being kept down with pneu- 
mothorax for a period of several years. 
The fibrous tissue formed to heal this le- 
sion will often contract the lung to such 
an extent that it may never again be able 
to fill the thoracic cage, and the phrenicec- 
tomy, in lessening the size of the hemo- 
thorax, will give the lesions added protec- 
tion against reopening when the lung is 
allowed to expand. 


In old fan-like mixed lesions at the apex, 
with or without cavity, that can rarely be 
controlled by pneumothorax, it is espe- 
cially beneficial. 

In the soft walled, infraclavicular cavi- 
ties left after an active exudative lesion 
has attempted to heal by excavation, an 
exeresis is occasionally done if it seems 
that the lesion is too extensive to heal be- 
fore the diaphragm would resume its func- 
tion if crushing were done. 

In the much feared basilar tuberculosis, 
I have seen startling results from phren- 
icectomy, but these lesions must be 
watched carefully afterward and, if the 
process is spreading, pneumothorax should 
be added. 

Phrenicectomy is used as an adjunct to 
pneumothorax when adhesions to the lat- 
eral wall or apex prevent proper collapse 
of cavities—especially if the base of the 
partially collapsed lung is adherent to the 
diaphragm and it seems that the ascent of 
the diaphragm into the chest will relax 
them and allow a continuation of the pneu- 
mothorax to cause further collapse of the 
lung. 

In cases without apical or lateral ad- 
hesions but in which proper collapse of 
a cavity cannot be made with pneumo- 
thorax because the cavity is in the lower 
lung field and the base of the lung is ad- 
herent to the diaphragm, I have seen ex- 
cellent results with added phrenicectomy. 

It is also indicated as a_ preliminary 
measure to upper stage thoracoplasty for 
an apical cavity throwing off considerable 
sputum—in which there is a lesion in the 
remainder of that lung. It is done here to 


compress the lower lung field as an added 
protection against aspiration pneumonia 
and to give compression and rest to the 
whole lung, putting the patient in better 
condition for the more serious operation. 
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It also gives a test of the other lung, and, 
as a complete thoracoplasty will be done 
here anyway, the loss of diaphragm func- 
tion adds to the immobilization of the 
lung and is to be desired. 

In old chronic lung abscess with free 
bronchial drainage and in bronchiectasis, 
phrenicectomy should be done before more 
radical procedures are used. It occasion- 
ally happens that further measures are not 
necessary. 


Decisions as to the exact procedure in 
each case cannot be made easily. There is 
no other field of surgery, in my opinion, in 
which such close co-operation is necessary 
between internist, pathologist, roentgenol- 
ogist and surgeon. No decision is ever 
made in our clinics except in conference 
with the entire staff. However, the general 
rules that are given here can be applied. 


In a small percentage of patients under- 
going treatment by pneumothorax, bands 
of adhesions between the lung and the 
chest wall are found that prevent proper 
collapse of cavities, and as the results from 
compression therapy in cavitation will be 
almost in direct proportion to the success 
in obliterating them, an attempt may be 
made to cut the adhesions and allow a 
more perfect collapse. Many small thin 
adhesions are encountered that can be 
stretched gradually by frequent refills of 
small amounts of air, and sufficient col- 
lapse obtained. This is especially true if 
phrenicectomy has been added. In my ex- 
perience, it is only the thick adhesions that 
defeat one’s purpose. Cutting of the ad- 
hesions (intrapleural pneumolysis) may 
be done either by the closed method of 
Jacobaeus or by the open method. As it 
is usually the larger thick adhesions, in 
the cases under my observation, that pre- 
vent collapse and as they are more safely 
cut by the open method, I prefer this and 
have had excellent results with it; but Dr. 
Matson, who is so proficient in the use of 
the closed method, employs it almost ex- 
clusively with excellent results. 

I believe that most of the failures at- 
tributed to the open method are due to the 
fact that the pleural cavity has been 
opened by an incision between the ribs. I 
attempted this route once and found that 
because of the extreme thinness of the 
pleura it was impossible to suture it prop- 
erly when the operation was finished, for 
air escaped even through needle holes, the 
pleural space was lost, and the lung re- 
expanded and could not be put down again. 

To overcome this difficulty, I now make 
my incision down to the rib nearest the 
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adhesion to be cut, remove from 6 to 7 em 
of it subperiosteally and, after assuring 
myself that there is perfect hemostasis, 
make an incision through the periosteum 
and pleura, giving tissue of greater thick- 
ness to suture. This can be sutured tightly 
and pneumothorax will not be lost. 

Perfect illumination of the pleural cav- 
ity may be procured during this operation 
if a small sized Cameron light is inserted 
in the cavity. 

A tonsil needle is used to place sutures 
around the adhesions and, after these have 
bee tied securely, the adhesions are sev- 
ered by cautery, the lung immediately 
drops and the wound is closed. 

Not enough cases have been reported 
as yet in which open pneumolysis has been 
done to permit a comparison of its results 
with thoracoplasty in these cases, but I 
believe that it should be given a more thor- 
ough trial. 

I have not entered into the technic of 
phrenic operation, as this can be found in 
numerous articles on the subject. I have 
stated that it is a comparatively harmless 
procedure in experienced hands, but I wish 
to warn those who are not entirely famil- 
iar with it that they will encounter a great 
many anomalies. I have carried out this 
procedure more than 150 times and each 
time it seems different. One must be care- 
ful not to injure the thoracic duct, the 
large vessels, the brachial plexuses, and 
the sympathetic nerves. I believe that the 
incision should be made at least an inch 
above the clavicle to keep as far as pos- 
sible from the thoracic duct, extreme care 
being used in blunt dissection until the 
transverse vessels of the neck are located. 
I have not had any untoward results in my 
entire series, although I did once encounter 
a hemorrhage from the transverse vein of 
the neck, which, however, was controlled 
and did not cause any ill effects. The 
higher the incision is made, the less dan- 
ger will be encountered, but I find that 
more anomalies exist in this region. 
Phrenic nerves vary in diameter from the 
size of a thread to slightly larger than the 
lead of a pencil. Pain in the shoulder when 
the nerve is grasped cannot be relied on to 
establish the identity of the nerve. Phrenic 
crushing is more difficult than exeresis 
because one must be sure here to locate the 
accessory nerve, if there is one, as failure 
to crush both nerves will defeat the pur- 
pose of the operation. However, in 
exeresis it is sufficient to find the main 
phrenic nerve and remove it below the 
junction of the accessory. 
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PITUITARY TUMOR—REPORT OF CASE 


EZRA LIPKIN, M. D. 
DETROIT, MICHIGAN 


The pituitary body, or the hypophysis cerebri, is 
a reddish gray, somewhat oval mass, measuring’ 
about 12.5 mm in the transverse, and about 8 mm 
in its antero-posterior diameter. It is situated 
in the sella turcica of the sphenoidal bone, between 
the anterior and the posterior clinoids. It is a 
ductless gland, and is of immense importance in 
the human economy. Like all other organs, it is 
subject to hyperthrophy and degeneration. It is 
composed of two lobes—the anterior and the pos- 
terior. The pars intermedia secretes the active 
principle of the posterior lobe—pituitrin. Over- 
action of the anterior lobe causes acromegaly; un- 
deraction causes dwarfism. Overaction of the pos- 
terior lobe causes diabetes insipidus; underaction 
produces dystrophia adiposogenitalis. Mixed af- 
fections of the two lobes have been reported, as 
well as hypophyseal disturbance in conjunction 
with perverted activity of other glands. 

The following case is illustrative of a hyper- 
function of the anterior lobe of the pituitary body 
with testicular hypofunction, as manifested in ac- 
romegaly with sexual impotence—a_ so-called 
eunochoid giantism. 

The patient, a man of fifty-one, took sick March 
27th, with headache and vomiting. Previous to 
onset of these symptoms, patient had been per- 
fectly well. He had just eaten supper, drank 
some beer, and therefore attributed his symptoms 
to the latter. However, even after several ene- 
mata, he continued to vomit, and on the next day 
developed blurring of vision in the right eye. 


* Dr. Lipkin graduated 1920, B. S. in Medicine, University 
1922; M. D. 
Interne 


of Michigan ; 
and Surgery. 
land. 


Detroit College of Medicine 
1923, Mt. Sinai Hospital, Cleve- 
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Figure 1 


He retained nothing by mouth, and was given 
morphine hypodermically for the headache. At 
this time he had a marked polydipsia, and con- 
tinually asked for water. He had some remission 
in the symptoms on the third day, but in the even- 
ing of March 29th he had a recurrence of the 
symptoms which continued until the following 
morning, when he was taken to the hospital, where . 
he received an intravenous injection of 5 per cent 
solution of glucose, which promptly stopped the 
vomiting. 





Figure 2 


The first three days of the illness, the tempera- 
ture and pulse were normal. During the follow- 
ing week, the temperature fluctuated, but never 
reached more than one hundred. 

Past History—Patient had scarlet fever at nine- 
teen, followed by nephritis. For the past eight 
or nine years, he had noticed that his hands were 
getting larger, that the lower lip had been in- 
creasing in size, and the features were becoming 
coarse. For the past three years he has had 
occasional headache, with some diminution in the 
acuteness of his vision. He has also had impo- 
tence for the past eight years. 

Physical Examination—Reveals a very well de- 
veloped and nourished adult male, with large, 
coarse, acromegalic features. Head is large in 
the vertical diameter, with a prominence of the 
lower lip, lower jaw, and nose. 

Eyes—Pupils react sluggishly to light and ac- 
commodation. Extra ocular movements are nor- 
mal. Slight nystagmus present. 


Fundus Examination—Eye ground show bilat- 
eral neuro-retinitis with a slight papilloedema. 
This is equal in the two eyes. Both optic discs 
somewhat pale. 


Visual Fields—Left, general contraction, slight 
temporal loss for color. Vision 20/100. Right, 
general contraction for form, some increase in 
loss of temporal field. Definite temporal loss for 
color. Vision 20/100. 

Teeth show extensive pyorrhea. 

Arms—tThe hands are extremely large, and are 
the typical “spade hands,” with fingers very long 
and broad. There is a slight past pointing on 
the left. No adiodokokinesis. Triceps equal in 


both hands, and there is no demonstrable atrophy. 
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Biceps, triceps, radial, and periosteal reflexes, 
normal. 

Heart and lungs neg. BP 110/74. 

Abdomen and genitalia negative. 

Umbillical and cremasteric reflexes normal. 

Legs—There is no atrophy or weakness of legs. 
Knee jerks bilaterally present and normal. <Achil- 
les normal. No Babinsky, Gordon, Oppenheim, 





Figure 3 


Chaddock. Feet considerably enlarged. Deform- 
ity in small toes of both feet. 

Sensation—No impairment of tactile sensation, 
or sensation of pain—deep or superficial—stere- 
ognostic or thermal sensations. Vibratory sense 
is impaired in the legs. 

Speech—No dysarthria by use of usual test 
words. 

Memory—No impairment. 

Station—Patient tends to sway in all directions. 

Gait—No disturbance. 
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Laboratory data— 
(1) Urine—March 29 and 30 showed albumin, 


casts, red and white blood cells. Subsequent ex- 
aminations were negative. 


(2) Blood Count—RBC 4,560,000; WBC 6,500; 
Pol. 72 per cent; Lymph 38 per cent. 

(3) PSP—85 per cent first hour. 

(4) Non prot. nitrogen, 3/30 46 mgm; 4/1 
33.4 mgm; 4/2 35.38 mgm; 4/3 27.3 mgm. Creat- 
inine, 2.4. 

(5) Blood cholesterol, 200 mgm. 

(6) Blood sugar, .100 per cent. 

(7) Sugar tolerance, fasting, 0.090 per cent; 
34 hour, $.180 per cent; 142 hour, 0.166 per cent; 
2% hour, 0.125 per cent. 

(8) Basal metabolism, 18. 

(9. Blood Wassermann, negative. 

(10) Electro cardiogram, negative. 


(11) X-Ray—Stereoscopic films of the skull in 
the right and left lateral position show the 
skull to be of the acromegalic type with unusual 
prominence of the jaws. The outlines of the sella 
turcica are indistinct. This structure is markedly 
enlarged. There is erosion of the floor with de- 
struction of the posterior clinoids. The sphenoidal 
outline is not demonstrated. There is unusually 
large deep frontal sinus shadow. There is no 
evidence of erosion of the inner or outer tables, 
but there is some thickening of the skull, par- 
ticularly in the frontal region. The hands and 
feet were also examined in the antero-posterior 
position, and these show marked enlargement of 
all the fingers and toes, with bony development 
corresponding with the size of these structures. 
There is some clubbing of the fingers and toes. 


Conclusions—There is roentgen evidence of a 
pituitary tumor, without destruction of either in- 
ner or outer table. There is some thickening of 
the skull. The hands and feet show changes of 
acromegalic type. 





Diagnosis—Pituitary tumor—possibly cystade- 
noma. 


Summary—In view of the pronounced symp- 
toms of acromegaly, there is obviously a hyper- 
trophy of the enteiior lobe. The involvement of 
the posterior lobe was not so evident, as the pa- 
tient did not present symptoms of dystrophia adi- 
posogenitalis, or diabetes insipidus. The impo- 
tence is probably cue to testicular hypofunction, 
which sometimes complicates pituitary disorders. 

A pituitary decompression, by way of the nasal 
route, has been suggested. 





X-RAY THERAPY MAY PRODUCE HUMAN FEEBLEMINDEDNESS 


X-ray therapy, one of the blessings of modern 
science, can in exceptional cases produce feeble- 
mindedness and deformity in human beings. This 
possibility has been discovered through investiga- 
tions by Dr. Douglas P. Murphy of the University 
of Pennsylvania, who emphasized that the danger 
is limited to treatments with X-ray, which does 
not include the taking of an ordinary radiograph. 


Mothers shortly before the birth of their chil- 
dren are sometimes treated with X-ray irradiation 
for malignant growths. If the growing child is 
subjected to the irradiation from the X-ray ma- 
chine at the same time that the therapeutic meas- 
ures are undertaken, it has been determined that 
there is about one out of three chances that it 


will be feebleminded. Malformations of the head 
and dwarfing of the limbs may occur under such 
conditions. Dr. Murphy has studied over a hun- 
dred instances of X-ray treatments under such 
conditions and he found that serious results had 
followed in one-third of the cases. There is no 
danger in an ordinary X-ray picture if it is taken 
of the mother before the birth of her child. Nei- 
ther has Dr. Murphy been able to discover any 
injurious effects upon subsequent children from 
X-ray treatments that were given before preg- 
nancy. With knowledge of the danger involved, 
Dr. Murphy explained, X-ray specialists will be 
able to prevent the risk of unhappy consequences. 
—Science Service. ’ 
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MICHIGAN’S DEPARTMENT OF HEALTH 


GUY L. KIEFER, M. D., Commissioner 
LANSING, MICHIGAN 


WHERE CAN DIPHTHERIA OCCUR IN MICHIGAN ? 

After the devastating outbreak of diph- 
theria in 1921, all persons in the state in- 
terested in the conservation of child life 
determined to ‘‘make diphtheria ancient 
history in Michigan.” Where this de- 
termination has been translated into the 
form of concerted and adequate action, 
diphtheria has actually disappeared. Seven 
Michigan counties did not have a single 
diphtheria case during the entire year of 
1928. There were twenty-seven Michigan 
counties that did not have a single diph- 
theria death during the entire year of 
1928. This is indeed a remarkable achieve- 
ment and great credit is due the local or- 
ganizations for the mobilization of interest 
in such laudable and constructive public 
service. 

Just now at the opening of the diph- 
theria season it is well to make a study of 
both sides of the picture. We have viewed 
the side of accomplishment in counties 
where diphtheria is in reality and in truth 
“ancient history”. Now let us determine if 
possible where diphtheria is most likely to 
occur during the present diphtheria season. 

By far the highest proportion of sus- 
ceptible individuals in the population are 
in the preschool and school age groups. To 
arrive at a fair approximation of the sum 
of these two groups of susceptibles, the fol- 
lowing procedure was devised. 

The number of births in the county for 
the year was multiplied by five to ascertain 
the number of preschool children. The 
number of school children in the county 
was taken from the latest school census as 
published by the office of the superintend- 
ent of public instruction. The total thus 
obtained was considered to be the approx- 
imate number of children and preschool 
children in the county. This number does 
not of course take into account the deaths 
of these age groups, the removals, the new 
arrivals, nor those naturally immune. The 
largest element of error is probably the 
fact that somewhere between 25 and 35 
per cent of the children of these age groups 
are naturally immune to diphtheria. 

With all of these sources of error, the 
figure for the county is probably the best 
obtainable for the particular purpose. 
Since these sources of error are uniform 
in thev arious counties they would offset 
each other and thus give a fair idea of the 
object of their collection. 


The Michigan Department of Health has 
been manufacturing and distributing diph- 
theria toxin-antitoxin free of charge since 
1922. From the distribution records of the 
Biologic Products Division, the amount of 
toxin-antitoxin sent to these various coun- 
ties was obtained. 

The next step was to determine the 
amount of immunization done in each of 
these counties. These immunizations were 
done largely with the diphtheria toxin-an- 
titoxin furnished free by the Michigan De- 
partment of Health. Errors in these fig- 
ures occur in the following ways. First, it 
is possible that some immunizations were 
done by physicians using material bought 
from commercial houses. Second, it is pos- 
sible that all of the material sent to a 
county for immunizing campaigns was not 
used or returned. Third, even with the 
greatest care there is always a _ small 
amount of wastage of the toxin-antitoxin. 
These sources of error tend in part to off- 
set each other. Likewise if these figures 
were equally operative in the various coun- 
ties, they would act as an offset and the 
resultant figures in the final analysis would 
fairly represent the facts. 

By subtracting the number of immuniza- 
tions from the total preschool and school 
population as determined by the above 
methods, a fair approximation of the num- 
ber of susceptibles remaining in the vari- 
ous Michigan counties was available. The 
numbers arrived at in the above manner 
were quite illuminating and are published 
because of their general as well as their 
local interest and application. 

It was found that on the basis of the 
above tabulation, two counties, Luce and 
Roscommon, had immunized more than the 
combined preschool and school population. 
During the past five years there has been 
but one death from diphtheria in these two 
counties and this was an adult who had not 
been immunized. In these two counties 
practically every possibility has been re- 
moved of a pre-school or school child con- 
tracting diphtheria. From this highly de- 
sirable state of affairs the number of sus- 
ceptibles in the counties ranged upward to 
31,000. 

The tables below give the counties in 
order of the magnitude of their susceptible 
populations as determined by the above 
method. Wayne County was purposely 


omitted since the last available census fig- 
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ures are considered too inaccurate for such 
a large and rapidly changing population. 
Over 25,000 per county: 





Susceptibles 
NE cosa as praciper 31,000 
ES ioe ee 30,000 
nee 29,000 
PN Ae eras este 25,000 
115,000 
15,000 to 25,000: 
| LES Een tr me 24,000 
i ee 23,000 
Ree 22,000 
ERE ee ee 22,000 
Beene |... 22,000 
ET 20,000 
Calhoun ............... Shae at BRD 20,000 
153,000 
10,000 to 15,000: 
ME ee 10,000 
IRCRINSOn 2... TE 
Gegemie ......... 1S 
Tn 11,000 
Hougnton ........................... . 18,000 
Lenawee wc. 18,000 
Marquette 0. 12,000 
| a 
One .. TE 
TOT ED 10,000 
Shiawassee 2200... 12,000 
POI» eleiditeccrcccationcss 11,000 
_ 135,000 
5,000 to 10,000: 
|, eT OTT 5,000 
ee 5,000 
CG access 9,000 
ETE EL mere ee 5,000 
(| Seen ee 8,000 
NN iii cntccnciind tie tad 6,000 
| Rene Lee 6,000 
ID hice, 8,000 
ee ooeeee 9,000 
RRR aCe 9,000 
I iikep eG ant 8,000 
NI iiiincnsr ait occas 9,000 
pS ene 6,000 
5 er eee 7,000 
Menominee on cccccccccccees . 9,000 
bee 5,000 
Te 5,000 
Li | ee ee 5,000 
124,000 
0 to 5,000: 
a 
CT 
SO ETE 3,000 
fe ne 2,000 
penne Minretee 1,000 
BID Bacitcae eee s 1,000 
RRR ee Oe Crane 2,000 
ET EE: 
| Sen ee ene es 3,000 
ae 4,000 
|, TEST Re ERE 2,000 
Crawford ........ sccle e eer 200 
GHAGWIN on. 88RR 
| Renee eee 2,000 
dCi: i) See ee See eR Be 2,000 
(eee 
pe ee 1,000 
Keweenaw ........... 1,000 
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Susceptibles 
Lake allen a 
Lapeer ................ 1,000 
Leelanau ..... 1,000 
Laveen 4,000 
RRR ica 
Mackinaw .........000.................. 2,000 
PN iio tkaceicnvs ee 3,000 
TN i Se scenes 4,000 
| a 
Montcalm 1,000 
Montmorency 0. 1,000 
Neway@o ........ 3,000 
SO eisai ees 3,000 
Te 300 
NI tecricircradodlaerncrsvacs 4,000 
ER ORE Mee 700 
Sli iced es aSckncts 100 
Ottawa OE 
Presque Isle ....... 3,000 
Roscommon ......................... 
Schoolcraft ........................... 3,000 
Waskhicmy ..................... 4,000 
Wexford. .................... micas 86 
79,000 


—D. M. G. 


INDUSTRIAL HEALTH SURVEY 

The Bureau of Industrial Hygiene is en- 
gaged in a survey of health service being 
conducted in the industrial, mercantile and 
public utility establishments in the state. 
No particular preference is made as to the 
institutions visited, except as they offer op- 
portunity to observe the full scope of 
measures and methods employed in case of 
injured and ill employes, not including acci- 
dent prevention devices. 

The questionnaire items on which data 
are gathered in this survey were stated in 
the June issue of this journal. Thus far, 
ninety-six establishments have been cov- 
ered. They represent twenty-four different 
types as to the nature of work and prod- 
ucts. They range in number of employes 
from 150, the smallest plant promoting any 
definite health program, to 30,000 and 
more, in which plants there are well organ- 
ized and equipped health departments. 
This survey, therefore, gives a fair cross 
section of the situation as to provisions 
and methods for health care of employes 
in such establishments throughout the 
state. 

FINDINGS OF THE SURVEY 

Health Service Staff: Twenty-four firms 
employ 44 full time physicians, twenty-two 
firms employ 48 part-time physicians, and 
54 firms have arranged with one or more 
physicians for service “on call”, this num- 
ber including several firms that have, also, 
part-time or full-time service. Twelve firms 
have the service of medical group clinics. 
Nine have arrangements with oculists on 
part-time and eight give some definite at- 
tention to the teeth — examining and 
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recommending needed corrections. In all, 
there are about 230 physicians engaged on 
some plan for medical service by these 96 
firms. 

Several large corporations, as the Michi- 
gan Central and other railroads, the Michi- 
gan Bell Telephone Company and Consum- 
ers Power Company, have extensive medi- 
cal service throughout the state, by physi- 
cians on call, on which the items cannot be 
well tabulated. 


There are 190 trained nurses engaged in 
the first aid hospitals of these plants, 
ranging from one to nine in each. One 
corporation with 22 plants has 18 nurses 
in its employ. Eighteen establishments 
have their own visiting nurses, all re- 
porting excellent results from the service, 
while 20 state that they depend on local 
visiting nurse associations or the insurance 
companies for this service. Fourteen firms 
state their desire or intention to establish 
visiting nurse service. 

Twenty-six firms report a total of 60 
first aid workers, the majority of them in 
plants with limited or no service by physi- 
clans or nurses, or where the health de- 
partment is quite distant from the plants. 
In several establishments foremen are 
given some special first aid instruction. 
However, first aid work by laymen is be- 
ing discouraged or not allowed, all accident 
or illness cases being required to report to 
the health department. 

While the number of full-time physicians 
is increasing, the part-time plan seems 
generally favorable, in medium sized 
plants, a large number having such ar- 
rangements. In several plants, two or 
more part-time physicians schedule their 
time to cover the entire day. The majority 
of large plants have a full-time physician 
as director of the health department with 
one or more part-time men on the staff: 
Twelve more firms state their intention to 
have a full-time physician in charge. 

Equipment: While the majority of 
plants started with one small first aid 
room, there are now separate waiting 
rooms in over half of the plants visited, 
doctors’ offices in 30, separate examining 
rooms in 24, separate surgical rooms in 28, 
patients’ rest rooms in 10, while only 18 
have but one first aid room: 

Thousands of dollars are invested in best 
up-to-date X-ray, physiotherapy, dental, 
optical and laboratory equipment. Twenty- 
two of the firms have plant emergency hos- 
pitals, from one to 12 beds each, and 42 
have special arrangements with city or 
private hospitals. 
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Dispensary Service: The first aid or dis- 
pensary departments are open day and 
night in 32 plants. Complete records are 
kept of surgical cases in 71 plants, and of 
medical cases also in 54. 


Only a few firms have carefully com- 
puted their losses due to illness of em- 
ployes, but from the records kept of both 
accidents and illness they observe the far 
greater loss from illness. Hence the re- 
quirement that workers report to the 
health department for minor ailments, 
which enables it to aid in diagnosis, to 
make a record of the cases and keep in 
closer contact. 

Physical Examinations: Forty-five firms 
examine everyone who enters their em- 
ploy. Any physical defects are noted for 
record, to guard against, or to be corrected 
before employment is permanent. Twenty- 
seven also examine all employees on their 
complaint of illness, if desired, and 18 
give regular periodic examinations to all 
(a few offering it optionally). Several 
state their determination to establish a 
system of regular physical examinations, 
10 are planning to give examination and 
direction in care of the teeth of all em- 
ployees. Three firms require certain 
remediable defects to be corrected before 
fully accepting an employee. Twelve give 
attention to the eyes by oculists, engaged 
on part-time. In the periodic examina- 
tions, special attention is given to the 
teeth, eyes, heart, chest, kidneys, hernia, 
and any conditions that warrant a close 
check-up. 

Co-operation with the Family Physician: 
The importance of this matter is empha- 
sized by over 50 per cent of the establish- 
ments consulted; they merely assist in 
temporary ailments or emergencies, by 
first aid, and to give instruction as to 
needs. Due respect is shown the outside 
physician, very few firms giving medical 
service in homes of employees, and but 
four give any attention to other members 
of the employees’ family. Many call the 
family physician when wanted by an em- 
ployee, and one firm always pays for his 
first call to insure the early attention that 
is needed. In some firms an absence of 
three days, from illness, requires a state- 
ment from a physician as to ability to re- 
turn to work. By such methods, now prac- 
ticed by the majority of establishments 
employing large numbers of workers, there 
is being developed a closer co-operative re- 
lation between the medical profession and 
industrial health departments. 

A brief review of some health education 
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and safety measures now employed, and Wie en Omen seas jas 
special recommendaticns for improve- Milk Examinations oo ‘ 15 
be ¢ bf $ * x mina ions.. oa yA 

ments in industrial hygiene, as pong pore ag once oerigaagagagegl | i 
. 7 al iv j a : Supplementary Examinations .. i zs 30 
from the field, w ill be given m an ear y Misscellaneous Examinations ....... ; 355 
article—F.A.P. Unsatisfactory Specimens .. .... ; 170 
Total for the Month... aoe : 18950 


DIPHTHERIA AND SMALLPOX IN THE WORLD 

The report of the League of Nations for 
1927 gives some interesting figures on the 
cases of diphtheria and smallpox through- 
out the world. They are quoted below: 


DIPHTHERIA: 


1925 1926 1927 
| ES RS: CER aed aeneeumtame ge) OS 93,425 106,192 
PmQlang) 222 ectnkdsocsn SESece 51,069 52,011 
Russia in Europe ................. 41,552 42,512 45,512 
Germany _...... sitvisbecssascacce RUE 30,302 33,542 
Russia Ukraine iacne 23,602 24,218 
Italy ..... Sona vege oe es 14,923 18,879 
OEE Shee Meccnneas, BOOOG 13,644 15;211 
Le) ETERS) 13,348 14,289 

SMALLPOX: 

1925 1926 1927 
India cn PLR) Cf 221,156 213,315 
@.. Sz A. wiveistcien, CERO 33,392 36,709 
England and Wales cine 960 10,146 14,767 
RISE cee 10,927 9,946 10,270 
Germany .. : 24 7 4 
Union of South ‘Africa. 71 115 60 


No smallpox cases in Cuba, Belgium, Netherlands, 
or Switzerland. 


PREVALENCE OF DISEASE 


August Report 
Cases Reported 





July August August Av. 

1929 1929 1928 5 yrs. 
Pneumonia ......... Sane ee 176 158 124 
Tuberculosis eae: AO 807 697 479 
Typhoid Fever . : 22 43 70 89 
PRC B OEE, ccecccsscs tecnica, OAS 227 239 247 
Whooping Cough ... £021 783 1,404 809 
Scarlet Fever onccccccccccscnne 543 307 264 307 
Measles IES Dt Hearn eet tS 228 185 158 
Smallpox... Seapine ae 113 50 50 
MORINGTIG nnn, BSS 66 17 8 
POM GOHIEES: ances iscesiessisesncsss 9 27 3 27 
Sd LLL: ne eee 1,508 1,730 1,012 1,130 
Gonorrhea. .............. 2 948 B2re 603 776 
CHEHELOIE ccconcccecn. 49 53 9 9 


CONDENSED MONTHLY REPORT 
August, 1929 
Michigan Department of Health Laboratories 
a == aon Total 
Lansing Laboratory— 

Throat Swabs for Diphtheria : - 1789 
Diagnosis ......... 32 337 
eelense ee AD 66 
Carrier q..:... sean, 4 1280 
Virulence Tests aes 12 9 

Throat Swabs for Hemolytic 

Streptococci _.............. 1486 
Diagnosis .... Bocuictes, “7G 140 
Carrier ...... wok EO 1268 ‘ mon 

Throat Swabs for Vincent’s . 369 

Syphilis —...0...... PSE ee 8765 
Kahn... c iectcan a ee 7281 94 
Wassermann 2 
Darkfield : : Z : 

Examinations for Gonococei 289 2626 2915 

BH. “RUberGulogis: 2.2 om 366 
Sputum ......... ao (66 300 
Animal Inoculations 5 oe : 

TEMIERCINOD secs ie ht aia ee sok , ¢ 253 
Feces . Cae Wea ONO 
Blood Cultures Ae eae ate ee 
Widals 
Urine 

B. Abortus 

Dysentery 

Intestinal Parasites era ; : 5 

Transudates and Exudates... . re 404 

Blood Examinations (not 

GIAGHENERR) oho : 161 

Urine Examinations (not 

classified ) 449 


te 


1 
R33 


_ 


_ 
TiO = TI 


wi CO “100 
VIN rOOoU 


_ 


Cumulative Total (fiscal yr. ) 
Increase over this month 
last year ...... Be cei cas 5200 
Houghton Laboratory— 
Examinations made — Total 


hewn 36305 


for the Month... : ? 1752 
Cumulative Total (fiscal yr. ) a : 3769 
Increase over this month 

last year ...... ane 308 


Grand Rapids Labor ator: apie 
Examinations made — Total 
for the Month . 
Cumulative Total (fiseal y yr. r.) 
Increase over this month 
last year are 110 
Typhoid Vaccine Distributed, 


a 5755 
me : s 11914 





Diphtheria Antitoxin Distrib- 

VitGeh, WIGS es a 26899000 
Diphtheria Toxin Antitoxin 

Distributed, c. c. ... BAUS shee 19010 
Silver Nitrate Ampules Dis- 

tributed . rs 8,432 
Scarlet Fever “Antitoxin ‘Dis- 

tributed, pkg. ....... 7" - | 38 
Scarlet Fever Toxin Dick Test ! 

Distributed _ ................ - 2380 
Scarlet Fever Toxin “Immuni- j 

zation Distributed . ie ees g 1180 
Smallpox Vaccine Distributed, 

points. ..... 3450 
Bacteriophage Distributed, 2034 





FEWER YOUNG PEOPLE NOW DIE 
OF HEART DISEASE 


Heart disease is taking fewer and fewer lives 
among the younger people of our country. While 
the general death rate from this disease is rising, 
figures collected by the Metropolitan Life In- 
surance Company show that this increase is 
chiefly among older people. In the younger group, 
up to 45 among men and up to 65 among women, 
distinct improvement in the cardiac death rate has 
occurred during recent years. 

This encouraging decrease is evidence of the 
strides made in controlling diphtheria and scarlet 
fever and of the better and more intelligent care 
given to infectious diseases, including rheuma- 
tism, to diseased tonsils and to dental hygiene, 
officers of the company believe. The preventive 
aspects of heart disease are chiefly concerned with 
early life and are more effective then. Heart 
disease usually kills after 45, but it is during 
childhood that it is most often acquired. 

At present over 225,000 persons die of heart 
disease in this country every year. However, an- 
other encouraging factor in the picture is that 
much of the increase in heart disease deaths 
after age 65 is probably the result of change in 
style of reporting deaths. When formerly the 
physician would have given old age as the cause 
of death he now gives heart failure or cardiac 
degeneration. About 60 per cent of the cardiac 
deaths occure in the age range above 65. At 
this age degeneration of the heart is more a na- 
tural than a disease process. Degeneration of the 
heart, kidneys and blood vessels is characteristic 
of old age and tens of thousands of old people die 
of such conditions every year. A great many of 
these deaths are therfore really the result of sen- 
ility in which the heart impairment is merely an 
accompaniment of the breaking down of the other 
organs. But if the physician states on the death 
certificate that there is cardiac degeneration, 
these deaths are classed under heart disease in the 
‘nortality statistics.—Science Service. 
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“T hold every man a debtor to his profes- 
sion, from the which as men of course do 
seek to receive countenance and profit, 
so ought they of duty to endeavor them- 
selves, by way of amends, to be a help 
and ornament thereunto.” 

—Francis Bacon. 





EDITORIAL 


DR. J. D. BROOK, PRESIDENT 


_ A happy choice was made in the selec- 
tion of Dr. J. D. Brook of Grandville, Kent 
County, as president of the Michigan State 
Medical Society for the year 1929-1930. 
Probably no other member has taken a 
more active interest in the affairs of the 
association than the newly elected presi- 
dent. Dr. Brook has been a member of the 
House of Delegates continuously since 
1906, having occupied the speaker’s chair 
in 1923. He has been a member of the 
House of Delegates of the American Med- 
ical Association since 1917. He is also a 
member of the Michigan State Board of 
Registration in Medicine, a position he has 
held for ten years. 

He was born in Cleveland 53 years ago 
and came with his parents to Detroit and 
later to Holland, Michigan, with the result 
that he received his early education in the 
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Detroit schools and Hope College. He 
attended the Detroit College of Medicine 
where he was graduated in 1902. Dr. Brook 
has practiced in Grandville since his gradu- 
ation. In addition to his professional ac- 
tivities he is active in civic affairs of his 
town, occupying a position as member of 
the Board of Education. He is a member 
of the staff of Butterworth Hospital. 

Under Dr. Brook’s leadership we may 
safely predict a year of progressive activ- 
ity in medical affairs of the state. His 
popularity among the members insures 
their hearty co-operation in this common 
interest. 





DETROIT AS A MEDICAL CENTER 


Detroit is becoming widely recognized 
as one of the leading medical centers of the 
continent. It has long been popular as a 
convention city. The facilities, however, 
were never so ideal for entertaining large 
aggregations as at present. Detroit has 
25,000 first class hotel rooms in which vis- 
itors to the city may be taken care of com- 
fortably. The Masonic Temple Auditor- 
ium is one of the most spacious and ornate 
in the world for meetings. 

And for medical assemblies while De- 
troit is still under-hospitalized, its hos- 
pitals are ample and suitable for clinical 
instruction. The city hospitals have been 
either enlarged within recent years or new 
buildings have been erected as in the case 
of the new Detroit Tuberculosis hospital, 
and equipped as well as the present day ad- 
vancement in hospital furnishings will 
permit. 

All this as prelude to the interstate Post- 
Graduate Medical Assembly to which De- 
troit and Wayne County opens the doors 
from the 21st to 25th of this month. The 
Post-Graduate Department in Medicine of 
the University of Michigan in conjunction 
with the organized profession of the state 
has been pioneer in the joint effort to pro- 
mote post-graduate education. A welcome 
is therefore extended to any organization 
or movement whose object is to increase 
medical intelligence. Many of the present 
day leaders of the medical profession will 
be present in Detroit from October 21st to 
the 25th. We predict a large attendance 
not only of those outside the state but of 
the local (Michigan) profession as well. 





EXOPHTHALMIC GOITRE 


The treatment of exophthalmic goitre is 
a matter for close co-operation between 
physician and surgeon. In conditions in 
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which the causative fac- 
tor of disease is defin- 
itely known, the treat- 
ment is comparatively 
simple. The causes as- 
signed to Graves dis- 
ease, however, are 
legend, ranging from 
focal infection to shock .- 
and prolonged worry. 
Heredity has also been 
included as a causative 
factor. 

The normal course of 
this disease is variable, 
which fact should be 
considered in any form 
of treatment. It has 
been estimated that ap- 
proximately half of the 
patients recover with or 
without treatment after 
various periods of in- 
validism; many of the 
remaining half are car- 
ried off by some inter- 
current disease or by 
heart failure. In any 
case, however, efforts 
should be made to erad- 
icate any possible septic 
foci, and at the same 
time the patient should 
be surrounded by condi- 
tions most favorable to 
mental calm. Rest, 
which is such a restora- 
tive factor in any ab- 
normal condition, 
should be afforded the 
patient. Sufficient sleep should be secured 
if necessary by the employment of sedative 
drugs. 

The past decade has witnessed the de- 
velopment of thyroid surgery until it has 
attained a high degree of perfection. Cases 
of Graves disease are being thoroughly 
studied and operative risks more carefully 
selected than ever before. Improvement 
in operative technique, as well as choice 
and method of administration of the anaes- 
thetic, have reduced the mortality in some 
instances to as low as one per cent. Ro- 
manis* reviews five hundred cases on 
which he operated with a mortality of two 
per cent; he advocates the administration 
of iodine medication before operation. In 
this he is in agreement with Crile and La- 
hey. Romanis** advocates the removal of 


* London Lancet, July 20th, 1929. 
** Loc. Cit. 
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a large amount of thyroid tissue at opera- 
tion. “It is practically never sufficient,” 
says he, “‘to remove one lobe and the isth- 
mus, though this will create an improve- 
ment; it is not the least likely to be cura- 
tive. A portion—varying in amount—of 
the other lobe should also be removed as 
well * * * The danger of causing 
myxoedema is apparently very small, for 
estimations of the basal metabolism reac- 
tions in many of these cases before and af- 
ter operation have shown that it is very 
uncommon to find it reduced below normal 
after thyroidectomy.” He advocates the 
removal of as much thyroid tissue as pos- 
sible, stopping short of complete thyroid- 
ectomy. Not all thyroid surgeons, how- 
ever, would agree to the removal of so 
much tissue. 

The anaesthetic of choice is ether by 








716 


the open method and as small a quantity 
as possible. 

In well developed cases the London Lan- 
cet asks editorially, ““What are the alter- 
natives in treatment?” These consist of 
the “wait and see” policy, and the local 
application of radium or the x-rays, both 
of which methods yield a high proportion 
of complete cures. The Lancet regards 
the objections to surgery as largely theo- 
retical, namely, that exophthalmic goitre 
is due to an unknown cause affecting the 
whole gland, so that however much is re- 
moved the stimulous to the remaining por- 
tion remains, and a low grade form of the 
disease is likely to persist or recur; that 
there is no accurate way of estimating the 
amount of the gland that should be re- 
sected in each case; and finally that the 
removal of a greater portion of a gland 
so important as the thyroid is unsound as a 
means of re-establishing its normal physi- 
ological action. 

Experience has demonstrated that in 
Graves disease where medicinal measures 
fail thyroid surgery by skilled thyroid sur- 
geons offers real hope to the sufferer. 





“A SPRAIN IS WORSE THAN A 
FRACTURE” 


This statement has come to be looked 
upon as a sort of surgical adage until the 
general use of the X-rays showed many of 
the so-called ‘“‘sprains” to be concealed 
fractures. Many incomplete and impacted 
fractures were formerly overlooked and 
consequently went without proper treat- 
ment. Not only for the patient’s benefit, 
which is always the first consideration, but 
also for the physician’s peace of mind, the 
_ profession is everywhere enjoined against 
omitting the examination by X-rays of 
every case in which there is a suspicious 
bone lesion. Our own Medical Defense 
Committee have been persistent in warning 
the members in this regard. The Medical 
Defense Union of England has recently 
mailed a circular to its members urging the 
importance of radiographic examination in 
every case of suspected fracture. Clear, 
concise notes of the condition of the lesion 
should be made at each examination, more 
important in the case of injury than any 
other pathological condition. 

In the instance of manifest bone lesion, 
greater care is usually exercised than in 
cryptic or concealed lesions. Many times 
an ideal approximation of the fragments is 
impossible. It must be remembered always 
that in the treatment of fractures two per- 
sons are concerned, the patient and the at- 
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tending physician; the best attainable re- 
sult is possible only when we have the com- 
plete co-operation of the patient. Even 
though a perfect approximation cannot be 
accomplished, the surgeon has used every 
possible means to secure a good anatomical 
result and therefore has a good defense in 
the event of a suit for mal-practice. 

The law requires that the physician or 
surgeon use the most approved methods at 
his disposal in the diagnosis and treatment 
of bone injuries. In this day of good roads 
and rapid transit the standards set are 
probably higher than ever before. 





SURGERY’S DEBT TO PHYSICS AND 
PHYSIOLOGY* 


The president of the British Medical As- 
sociation in his annual address pointed out 
the debt of modern surgery to what he 
called the ancillary sciences. ‘Prior to the 
time of John Hunter surgery was almost 
entirely an art—a glorified handicraft, 
taught and practiced quite independently 
of all other arts and sciences, devoid of 
any physiological basis for its methods, 
and essentially empirical in its attempts at 
progress. Hunter, deeply embued with the 
scientific spirit, introduced into surgery 
the method of careful observation, collec- 
tion and collation of facts, and a thorough 
testing by direct experimental investiga- 
tion, rather than that of trusting to theo- 
ries founded on insufficient and unproved 
evidence. ‘Don’t think!—try’ was his fav- 
orite exhortation. He it was who first gave 
allies to surgery, urging that surgery 
should be regarded as a branch of Natural 
Science, to be studied in its appropriate re- 
lationship to all other branches, thus bring- 
ing it into close relation with chemistry, 
physics, biology, comparative anatomy, 
physiology and pathology. Had the micro- 
scope been available in Hunter’s day he 
would doubtless have added to these bac- 
teriology.”’ 

A goodly portion of the address deals 
with the service rendered to surgery by 
the X-rays, radium and the actinic rays, 
or the contributions of physics.** Then he 
goes on to recount the debt of surgery to 
physiology and to bacteriology. Great ad- 
vances have been made during the past two 
decades in the physiology of nutrition. 
Vitamins, insulin and the isolation of the 
active principles of the ductless glands 
* Dept of Modern Surgery to the Ancillary Sciences, deliv- 

ered at the Annual Meeting of the British Medical As- 


sociation at Manchester, July 23rd, 1929, by A. H. Bur- 
gess, M. B., M. Sc., President of the Association. 


**The substance of this portion of the address has already 
appeared in the Journal M. S. M. S., Vol. 28, May 


Ye, 10a. 
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are the result of physiologic research 
during the same period. Many cases 
of diabetes were poor operative risks 
before the discovery of insulin. With 
it such persons may undergo surgical 
treatment where indicated with the mini- 
mum risk. Mention is also made of micro 
methods for the biochemical examination 
of the blood; of buffer mechanisms of the 
blood and the relation of capillary circula- 
tion to the production of shock. All these 
advances in physiological knowledge have 
exerted a beneficial influence on surgery as 
regards both diagnosis and treatment. 
Blood transfusion is regarded as one of the 
most useful of emergency therapeutic 
measures. At first, crude and empirical, 
through physiological research it is now on 
a sound physiological basis with its dan- 
gers practically eliminated by the method 
of differentiation known as “typing” or 
“srouping.” 

The speaker made a valuable suggestion 
for the future of physiology in the way of 
greater service to humanity. Much of the 
success of physiology up to the present 
time has been due to animal experimenta- 
tion. Greater use might be made of the 
human. Clinical research in human physi- 
ology is one of the great needs of the day. 
Here a wide field is offered for the investi- 
gation of its problems in the ward and hos- 
pital operating rooms. 

It is almost superfluous to mention the 
debt of surgery to bacteriology. This an- 
cillary science ushered in the rennaisance 
of surgery. The era of asepsis and anti- 
sepsis in surgery stands as an enduring 
monument to the memories of Lister and 
Pasteur. Modern victories are not won 
single-handed. 





300 YEARS OF SPECTACLES 


The inventor of spectacles is not known. 
Perhaps it was Roger Bacon; certainly 
someone about his time for they are pre- 
sumed to have come into use three cen- 
turies ago. The unknown benefactor prob- 
ably kept his identity concealed through 
fear of being burned at the stake as a 
wizard. It is hard for us at the present 
day to conceive of a spectacle-less world. 
Astigmatism, myopia, hyperopia and pres- 
byopia are conditions as old as the race. 
In times of almost universal illiteracy aids 
to vision were not important. It is evi- 
dent, however, that the learned men of all 
ages had to depend upon their unaided 
eves, or to turn for help to the eyes of the 
younger men who could read aloud. 

It is recalled that Pepys’ famous diary 
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was cut short owing to the failure of the 
author’s vision. Pepys first complained 
about his sight in 1664. He writes: “I do 
truly find that I have overwrought my 
eyes, so that now they are becoming weak 
and apt to become tired, and all excess of 
light makes them sore, so that now to the 
candle-light I am forced to sit by,” adding; 
“The snow upon the ground all day, my 
eyes are very bad, and will be worse if not 
helped, so my Lord Bruncker did advise 
me to use greene spectacles, which I will 
do.” He found the green spectacles un- 
satisfactory and three years later he went 
to Turlington, the great spectacle-maker 
for advice. ‘‘He dissuaded me from using 
old spectacles but rather young ones, and 
told me that nothing could wrong my eyes 
more than to use reading glasses which do 
magnify much.” The result was no better. 
He then tried a tube of paper for his right 
eye, but finally gave up saying: “And 
thus ends all that I doubt I shall ever be 
able to do with my own eyes in the keep- 
ing of my journal. I am not able to do it 
any longer, for I have done it now so long 
as to undo my eyes almost every time that 
I take a pen in my hand.” 

The concensus of opinion among ocu- 
lists is that the defect in Pepys’ vision was 
comparatively simple and one which the 
modern refractionist could have easily cor- 
rected. It will never be known how much 
genuine literature the world has lost owing 
to the fact that the discovery of spectacles 
had not been made sooner. 





According to the lay press the X-rays 
are being used to detect the presence of 
diamonds that may be concealed about or 
within the person of workers or others 
suspected of smuggling them. This, how- 
ever, is impossible in-as-much as diamonds 
are radio-lucent; of low atomic weight, 
they are practically invisible to X-ray ex- 
amination. (This knowledge was not ob- 
tained by examining our own diamonds). 
The X-rays might be used to detect the 
true from the spurious gem in-as much as 
all other sparklers are of greater density 
and therefore more or less radiopaque. 

Congratulations are extended to our es- 
teemed Secretary and Business Manager 
of the Michigan State Medical Society on 
his re-election for the eighth time as 
Speaker of the House of Delegates of 
the American Medical Association. Dr. 
Warnshuis’ knowledge of parliamentary 
procedure and his ability to apply that 
knowledge at the psychological moment has 
rendered him a valuable presiding officer. 
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PILGRIMAGE TO DARWIN’S HOME 


Charles Darwin, the naturalist and father of 
modern biology, has been an interesting person- 
age to the writer. My earliest contact was a 
perusal of the Descent of Man during my ’teens. 
I recall how vivid and convincing at that time 
were the arguments of the great evolutionist. 
Late in July last I made a pilgrimage to the home 
at Down where Darwin worked for 40 years and 
died in 1882, to quote the bronze tablet at the 





CHARLES DARWIN 


entrance to the house and grounds. Darwin’s 
old home is not more than 16 miles south of 
London in the northwest corner of the County of 
Kent. Yet one must drive approximately twice 
that distance before he reaches the place. The 
last five or six miles are along winding roads, so 
narrow that two automobiles can meet and pass 
only with the greatest difficulty. The highways 
are flanked on each side by luxuriant hedges and 
trees of unknown age; crossing a deep valley and 
a right turn we come upon the shrine of the father 
of modern biology. It stands alone; no other house 
is very near. The village of Down is about four 
miles distant, and the whole neighborhood is still 
as intensely rural and quiet as when Darwin lived 
there. It is an ideal spot for the scholar and 
thinker, and Darwin was both. I was given per- 
mission to photograph the place at will, but the 


absence of proper light forbade indoor pho- 
tography. 

The interior I shall attempt to describe. One 
enters a hall and signs the Visitors’ book. (We 
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like to leave our names in public places). To the 
right of the entrance hall is the new study which 
Darwin built. The furnishings of this room con- 
sist of his old wardrobe and a number of pictures 
of Huxley and of himself at different ages. 

We pass on to the “Old Study”, which is furn- 
ished pretty much as it was when Darwin 
“thought and worked” in it. His bookcases are 


empty except for some pistols and dissecting in- 





The Darwin Home at Down, England—Rear View 
—Photo by J. H. Dempster. 


struments which he took with him on the famous 
voyage of the Beagle, which he undertook at the 
age of twenty-nine, necessitating his absence from 
home for a period of five years. The room con- 
tains also a revolving table at which the author 
might sit and bring any portion of the table to 
him by a simple turn. Among the other furnish- 
ings of his study is his old chair with a board 
across the arms. This was the desk on which he 
did most of his writing. It was in this room that 
“The Origin of the Species”, the book that marked 
the beginning of modern biology, was written. It 
is the most interesting room in the house. It is 
the object of those in charge to furnish it as 




















Darwin’s Old Home—Front Entrance. 
—Photo by J. H. Dempster. 
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nearly as possible as when Darwin lived in it. 
This is being slowly accomplished; it will probably 
never again house his library, which was _ be- 
queathed to his old Alma Mater, the University of 
Cambridge. 

Darwin was born 12th February, 1809, a year 
noted for the birth of great men. It was the year 
of Lincoln’s birth, and also that of the poet, 
Tennyson. Down House was purchased for Dar- 
win by his father; he moved into it September 
14th, 1842, and lived there continuously until his 
death. Here all but two of his family were born 
and reared. Here he made his first draft of 
“The Origin of the Species” (1842) and continued 
his researches until the publication of this noted 
work in 1859, 

At the rear of Darwin’s house is a spacious 
lawn with huge trees massed on each side. Around 





Darwin’s Experimental Garden and Green House. 
—Photo by J. H. Dempster. 


the lawn, which is four or five acres in extent, is 
a gravel walk, which the author called his “Think- 
ing Path’. There is no place where there are 
fewer distractions, no other human habitation in 
sight, an ideally secluded spot for a writer. To 
the right of this lawn is a large garden and green- 
house, now a vegetable garden, but used by Dar- 
win for the cultivation of experimental plants. 

Through the munificence of one of England’s 
noted physicians, Dr. George Buckston Browne, 
this old home of the great naturalist is now a 
museum of Darwiniana; it is under the guardian- 
ship of the British Association for the Advance- 
ment of Science.. The gift carries with it an en- 
dowment sufficient to maintain it in perpetuity. 
The life and work of Darwin has a special appeal 
to members of the medical profession; medicine 
is, after all, but a specialized department of bi- 
ology, viz. a study of the human animal. It is 
worthy of note also that the great advances in 
medical science have been largely ccincident with 
the growth of biology as a pure science. These 
facts should impress upon the physician and sur- 
geon the importance of a visit to Darwin’s old 
home, when as near as London. From this spot 
Darwin shook the world and gave human thought 
an impress which will endure for all time. 





‘A MISJUDGED CASE 
WILLIAM COWPER 


Between nose and eyes a strange contest arose, 
The spectacles set them unhappily wrong; 

The point in dispute was, as all the world knows, 
To which the said spectacles ought to belong. 


So Tongue was the lawyer, and argued the cause, 


DEATHS 719 


With a great deal of skill and a wig full of 
learning; 
While chief baron Ear sat to balance the laws, 
So famed for his talent in nicely discerning. 


In behalf of the Nose, it will quickly appear, 
And your lordship, he said, will undoubtedly 
find, 
That the Nose has had spectacles always in wear, 
Which amounts to possession time out of mind. 


Then holding the spectacles up to the court,— 
Your lordship observes they are made with a 
straddle, 
As wide as the ridge of the nose is; in short 
Designed to sit close to it: just like a saddle. 


Again, would your lordship a moment suppose, 
(Tis a case that has happened, and may be 
again), 
That the visage or countenance had not a Nose! 
Pray who would, or who could wear spectacles 
then? 


On the whole, it appears—and my argument 
shows, 
With a reasoning the Court will never condemn, 
That the spectacles plainly were made for the 
Nose, 
And the Nose was as plainly intended for them. 


Then, shifting his side, (as a Lawyer knows how), 
He pleaded again on behalf of the Eyes; 
But what were his arguments few people know, 
For the court did not think they were equally 
wise. 


So his Lordship decreed with a grave solemn tone, 
Decisive and clear, without one if or but— 
That whenever the Nose put his spectacles on, 
By daylight or candle-light—Eyes should be 
shut! 


NOTE—This poem was written in 1780. It is here printed 
as a “tonic’’ or ‘‘sedative’’ as you like in honor of the 
300th anniversary of the adoption of spectacles as an 
aid to vision. 
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Dr. George S. Caron 

Dr. George S. Caron died Friday, August 16, 
1929, at Grace Hospital at the age of 71. Dr. 
Caron had been a physician in Detroit for the past 
38 years, of which time he spent 30 years as a 
member of Grace Hospital staff. He is survived 
by his widow and by one daughter, Mrs. Paul E. 
Davis, Jr. 


Dr. R. E. Cooper 
Dr. R. E. Cooper was killed July 27, 1929, in an 
automobile accident near Plymouth. Dr. Cooper 
was a graduate of Victoria University, Coburg, 
Ontario, and had practiced for over 30 years in 
Plymouth. He is survived by his wife and one 
son. 


Dr. Philip P. Drouillard 
Dr. Philip P. Drouillard of Detroit died Septem- 
ber 7th after a brief illness. He was twenty-nine 
years old, having graduated from the Detroit Col- 
lege of Medicine and Surgery two years ago. His 
internship was served at Providence Hospital. He 
is survived by his mother and four sisters. 
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NEWS AND ANNOUNCEMENTS 


Thereby Forming Historical Records 








The minutes of our annual session will be re- 
ported in detail in the November number. © 


The 1930 session of the A. M. A. will be held 
in Detroit the week of June 22nd. 


Dr. A. P. Biddle, Detroit, received the honorary 
degree of Doctor of Science from the college of 
the City of Detroit at the annual convocation in 
June. 


Members are urged to read the Secretary De- 
partment notices and announcement of Post- 
graduate conferences in several parts of the state 
during the month of October. These conferences 
are for our members. Attendance is urged. 


A group of scientists in attendance on a course 
in cardionephritis at the Physicians Hospital, 
Plattsburg, New York, assisted at the dedication 
of a bronze tablet in honor of Dr. William Beau- 
mont. The tablet is the gift of the New York De- 
partment of Education. The memorial marks the 
site where Dr. Beaumont began medical practice 
in 1815.—New England Medical Journal. 

During the Annual Meeting of the Michigan 
State Medical Society at Mackinaw Island three 
years ago a bronze tablet was placed on the 
monument that marks the site where Beaumont 
made some of his epochal discoveries in gastric 
digestion. The stone monument was erected by 
the Michigan State Medical Society over a quar- 
ter of a century ago. 


A gift of $150,000 from the J. B. Ford estate 
has been announced recently for the construction 
of another floor to the Wyandotte General hos- 
pital. The gift depends upon the raising of $100,- 
000 by the city for the erection of a nurses’ home. 
A drive is to be instituted to obtain the neces- 
sary sum. With the addition of another floor and 
the erection of the contemplated nurses home, the 
capacity of the hospital will be doubled from 50 to 
100. The additions will provide for enlargement 
of the children’s department, the maternity ward, 
and greater facilities in the “out patient” depart- 
ment. 


The Beaumont Lectures, Eighth Series, pub- 
lished for the Wayne County Medical Society, will 
be ready about September 21. Dr. A. N. Richards 
of the University of Pennsylvania is the author 
and his subject is “Methods and Results of Direct 
Investigation of the Function of the Kidney.” The 
discussions: the nature of glomerular function; 
reabsorptive functions of the renal tubule; evi- 
dence of secretion by the renal tubule. 

NOTE—The Williams & Wilkins company, Bal- 
timore, Md., are the publishers and copies may be 
had by addressing them, price $1.00. 


The American College of Surgeons will hold 
its nineteenth annual Clinical Congress in Chi- 
cago, October 14-18. Headquarters will be at the 
Stevens Hotel. There will be a series of clinical 
demonstrations given by: George W. Crile, Cleve- 


land; John B. Deaver, Philadelphia; John M. T. 
Finney, Baltimore; Charles H. Mayo, Rochester, 
and others. Monday evening’s program will in- 
clude an address of welcome by the Chairman of 
the Chicago Committee on Arrangements, Dr. 
Herman L. Kretschmer, the address of the retir- 
ing President, Dr. Franklin H. Martin, Chicago, 
the inaugural address of the new President, 
Major-General Merritte W. Ireland, Washington, 
D. C., and the John B. Murphy Oration in Surgery 
by Professor D. P. Wilkie at Edinburgh. Among 
the foreign visitors will be: Dr. James Heyman of 
Stockholm, Dr. Thierry de Martel of Paris, Vis- 
conte Aguilar of Madrid, and Mr. Herbert Tilley 
of London. Tuesday, Wednesday and Thursday 
evening sessions will consist of scientific papers 
presented by surgeons from the United States, 
Canada and from abroad. The Annual Convoca- 
tion of the College will be held on Friday evening. 
The Fellowship address will be delivered by Dr. 
Glenn Frank, President of the University of Wis- 
consin. 


DETROIT BRANCH OF THE AMERICAN 
UROLOGICAL SOCIETY MEETINGS 
1929-1930 


October 31, 1929:— 


9 to 12 a. m., Receiving Hospital, 
Urological Staff 
Operative and Dry Clinic, or 
Urological Pathological Conference. 
6:30 p.m.—Dinner W. C. M. S. 
7:30 p.m.—Scientific program. 
Papers, case reports or specimens. 
Presented by Doctors Cumming, Chair-- 
man; Davis, Dodds, Flaherty. 


November 28th, 1929:— 


9 to 12 a. m., St. Mary’s Hospital, 
Dr. Kersten and Staff 
Operative and Dry Clinic, or 
Urological Pathological Conference. 
6:30 p.m.—Dinner W. C. M. S. 
7:30 p.m.—Scientific program. 
Papers, case reports or specimens. 
Presented by Doctors Grajewski, Chairman; 
Holes, Hull, Keane. 


January. 9th, 1930:— 


9 to 12 a. m., Harper Hospital, 
Dr. Cole and Staff 
Operative and Dry Clinic, or 
Urological Pathological Conference. 
6:30 p.m.—Dinner W. C. M. S. 
7:30 p.m.—Scientific program. 
Papers, case reports or specimens. 
Presented by Doctors Kersten, Chairman; 
Korby, Loree, Leckie, Seabury. 


February 13th, 1930:— 


9 to 12 a. m., Providence Hospital, 
Dr. Keane and Staff 
Operative and Dry Clinic, or 
Urological Pathological Conference. 
6:30 p.m.—Dinner W. C. M. S. 
7:30 p.m.—Scientific program. 
Papers, case reports or specimens. 
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Presented by Doctors MacArthur, Chair- 
man; Martin, W. F.; McClinton, Mar- 
tin, W. C. 


March 13th, 1930:— 


9 to 12 a. m., Ford Hospital, 
Dr. Ormond and Staff 
Operative and Dry Clinic, or 
Urological Pathological Conference. 
6:30 p.m.—Dinner W. C. M. S. 
7:30 p.m.—Scientific program and Annual 
Meeting. 
Presented by Doctors Plaggemeyer, Chair- 
man; Rexford, Runo, Morris. 
April 10th, 1930:— 
9 to 12 a. m., Receiving Hospital, 
Urological Hospital. 
Operative and Dry Clinic, or 
Urological Pathological Conference. 
6:30 p.m.—Dinner W. C. M. S. 
7:30 p.m.—Scientific program. 
(Out of town speaker). 
May 8th, 1930:— 
2 to 5 p. m., University Hospital, Ann Arbor., 
Dr. Cabot and Staff 
Operative and Dry Clinic, or 
Urological Pathological Conference. 
6:30 p.m.—Dinner W. C. M. S. 
7:30 p.m.—Scientific program. 
Presented by Doctors Slaugenhaupt, Chair- 
man; Sewel, Smith, Thompson, Or- 
mond, Magoun. 


INTERSTATE POST-GRADUATE MEDICAL 
ASSOCIATION 


The international medical assembly of the In- 
terstate Post-graduate Medical Association of 
North America will be held in Detroit, October 
21 to 25. The meetings will be held in the 
Masonic Temple auditorium. The Interstate Post- 
graduate Medical Association is devoted exclu- 
sively to post-graduate medical education. This 
is an event of more than usual importance to 
Michigan physicians. It is the aim of the organ- 
ization, in its annual international assemblies, to 
present to the medical profession the approved 
advancement in medical science and research, not 
unmindful of the practical side of medical study. 
To this end the diagnostic clinics, addresses, sym- 
posia, and scientific demonstrations are offered. 
There are nearly one hundred numbers on the 
program and many of the most noted names in 
modern medicine are represented. An inspection 
of the program shows that the standard of past 
years has not been lowered; the number of 
famous men from both sides of the Atlantic is 
surprisingly large, larger than one would expect 
to find on the program of any single meeting. 
Such names as Rowntree, Kavanel, Baer, Joselin, 
Frazier, Mayo, Bloodgood, Cushing, Deaver, Fin- 
ney, Erdmann, Christian, Lewis, DeLee, Polak, 
and many others are found on the program. Such 
a representation is ample proof that the scientific 
sessions will be a delight to all who attend. 

In additior. to the scientific program there will 
be an extensive technical and scientific exhibit. 
This will be the largest and most comprehensive 
exhibit in the history of the association. Consider- 
able space will be devoted to the showing of scien- 
tific (non commercial) exhibits, and many of the 
leading medical institutions will be represented. 
An invitation is extended to the medical profes- 
sion of the state of Michigan to attend the ses- 
sions of the assembly. 


COMMUNICATIONS 
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To the Editor: 

In reply to your inquiry* in regard to our ex- 
perience in England this summer, I might say that 
our trip was based entirely on the fact that we 
gave some clinics both in London and Manchester 
last year. 

Mr. A. H. Burgess, the President of the British 
Medical Association, was responsible for the clin- 
ics that we gave in 1928 and since that time he 
has done practically all of his work under anes- 
thesia. He, therefore, invited me to come to the 
British Medical Meeting this year and give a 
paper on the subject of Spinal Anesthesia. 

A clinic was arranged for us at St. Peter’s 
Hospital in London with Sir Thomas Walker op- 
erating and Sir Francis Shipway in charge of the 
anesthetizing, he being the chief anesthetist. You 
may recall that Sir Francis Shipway is the doc- 
tor who has given the king the anesthesia for his 
recent operations. At the King’s Cottage Hospital, 
Dr. Cecil Hughes had charge of the arrangements, 
he being the chief anesthetist at this hospital. 
Sir John Thompson Walker was the operating 
surgeon here. 

Sir James Gordon Watson was the operating 
surgeon at St. Bart’s Hospital where Dr. Pitkin 
gave some clinics. As you know, Dr. Pitkin ac- 
companies us to England and gave the address 
to the British Medical Meeting jointly with me. 
Dr. Pitkin and I also gave clinics on Spinal Anes- 
thesia at the Royal Infirmary at Manchester, 
where continuous clinics were given throughout 
the morning in five operating theaters, Dr. Pit- 
kin and I administering all of the anesthetics. 
These clinics were very well attended and very 
highly successful. 

It will, I am sure, interest you to know that 
Dr. W. A. Hudson of this city also accompanied 
us to the British Medical meeting and there pre- 
sented for the first time the Cinex-Camera which 
was developed by Dr. Hans Jarre of Grace Hos- 
pital. Dr. Hudson’s demonstration was given be- 
fore the section of Radiology and was so success- 
ful that they asked him to present it before the 
Medical section. A great deal of enthusiasm was 
shown by the members of the association. 


FRANK A. KELLY. 


* This communication written at our request details the ac- 
tivities of several of our members who went abroad dur- 
ing the summer.—KEditor. 


September 9, 1929. 
Extension Division, University, Virginia. 
Dr. F. C. Warnshuis, 
Grand Rapids, Michigan. 
Dear Dr. Warnshuis:— 

Let me thank you for your very kind replies to 
my recent questions. 

I still feel after further study on this question 
of post-graduate medical instruction that you are 
developing or have developed one of the most 
effective systems for reaching the general practi- 
tioners that is to be found. 

I shall watch with a great deal of interest your 
efforts to establish the all-year post-graduate 
school. Such would be a fitting climax to your 
post-graduate activities. 

George B. Zehmer, Director. 
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Revealing Achievements and Recording Service 


Frederick C. Warnshuis, M. D. 
Secretary Michigan State Medical Society 































POST-GRADUATE CONFERENCE 


TUBERCULOSIS CLINIC 
Howell Sanitarium —Tuesday, October 8, 1929 


10:00 A. M.—5:00 P. M. 


HOWELL, MICHIGAN 


awn eevee 


PROGRAM 


10:00 a. m.—The routine of admission to the Sanitarium and care of 
patients, together with demonstration of cases. 


Doctors Huntley, Fausset, Gilmore and Hoffman. 
12:00 m. —Luncheon. 






1:00 p. m.—Clinic and round table discussion. 
Dr. Stuart Pritchard, Battle Creek. 


2:00 p. m.—Indications for and demonstration of artificial pneumo- 
thorax, with exhibition of patients. 


Dr. Huntley and Staff. 


3:00 p. m.—Indications for the use of lipiodol, together with 
demonstrations of technic. 


Surgery of the chest with demonstration of cases. 
Dr. John Alexander, Ann Arbor. 


In responding to requests from many members of our Society for an 
opportunity for the clinical study of tuberculosis, the Committee on Post- 
Graduate Education believes that this is an excellent opportunity for our 
doctors to become better acquainted with the Howell Sanitarium, as well as 
affording outstanding opportunities for clinical instruction. 

This will be a very profitable day. Not only will there be a discussion of 
the general problems of tuberculosis but opportunity will be afforded to 
see and examine large numbers of the various types of cases. 


REMEMBER THE DATE—OCTOBER 8, 1929. 




























OCTOBER, 1929 


THE JACKSON SESSION 


Our 109th Annual Session, held in Jack- 
son on September 17th-19th, is now a mat- 
ter of record enshrined midst the evi- 
denced hospitality of our Jackson mem- 
bers. Jackson excelled as a host. Our 
stay was most enjoyable and our thanks 
are sincerely tendered to the members of 
the Jackson County Society. 


The registration was 678. From ex- 


pressions heard and received, those in at- 


tendance participated to their personal 
benefit and pleasure. 

The November Journal will contain the 
official minutes and the details of the 
transactions. It was an impossibility. to 
incorporate them in this issue. 





OUR PRESIDENT’S SALUTATION 


The present day tendency of our mem- 
bership to affiliate with and attend special 
medical organizations is steadily growing. 
This tends to lessen the interest and at- 
tendance in our county, state and national 
societies. I do not decry the existence of 


these special societies, in fact perhaps they 
fulfill a need. Yet what reason is there 
that all that which is obtained or given at 


these meetings could not be had at our 
state and national gatherings? 

Every essayist desires a good audience. 
A free and full discussion of the subject is 
not only pleasing to the author but is in- 
structive. I fully realize that some of the 
more technical subjects are of little value 
to the average doctor, nevertheless a great 
many are at least interesting. Few papers 
on special subjects are presented which 
have no bearing on more than one portion 
of the complicated body mechanisms and 
therefore should be of interest to a large 
majority of our membership. 

I believe that much of what is said and 
written is not presented at our State So- 
ciety Meeting. It may be said that time 
and space and the proper sections are not 
available at our State Meeting for all who 
may wish to be heard. If such should be- 
come the case it then becomes the duty of 
the Council to provide more and adequate 
facilities, and enlarge The Journal if 
necessary. 

My plea for the presentation of the ma- 
terial, which now goes to special societies, 
and should be given to our State Society is 
based on the fact that we as its members 
owe our first and greatest allegiance to our 
basic organization because it gives us its 
Journal, it fights our legislation battles, it 
orotects us against the disgruntled patient 
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and stands ready always to help us in any 
manner within its power. An organization 
whose membership is keenly interested in 
its welfare becomes a power for the fur- 
therance of individual interests. Let us 
all pull together, remembering our mutual 
welfare, and thus help to make the Michi- 
gan State Medical Society the best in the 
American Medical Association. 

Another organization to which we are 
obligated is our State Department of 
Health. Under the efficient and devoted 
leadership of our esteemed Dr. Kiefer it 
has taken rank among the foremost health 
departments in our country. It supplies 
us with information upon any health topic 
we may desire, furnishes free diphtheria 
antitoxin and toxin antitoxin, etc., supplies 
us with diagnostic laboratory service sec- 
ond to none, and will aid us in any way, if 
requested, to combat communicable dis- 
eases. In fact, it stands as a great pro- 
tector between communicable diseases and 
the public. Since its policy is to use the 
doctor to protect the public, particularly 
the children, from the ravages of con- 
tagion every member of our society owes 
our State Department of Health 100% 
co-operation. 

And now a word of appreciation and 
thanks for the honor conferred upon me 
at the Jackson meeting. 

I have always been interested and found 
pleasure in partaking in the activities of 
our Society. It has been a source of recre- 
ation and diversion from the every day 
grind. From a humble beginning on the 
back seat some twenty-three years ago you 
have elevated me to the most honored po- 
sition within your gift. As delegate from 
my county society for twenty-three con- 
secutive years, as Speaker of the house of 
delegates one year, and as delegate to our 
national association for a number of years, 
I ask, what other honor could any man 
expect? Yet you have done more. Why I 
do not know. All I can say is that I feel 
sincerely grateful, not only to those who 
were particularly active in my behalf, but 
to the entire profession of the state for 
this, which I consider, an unmerited honor. 


MINUTES OF THE ANNUAL MERT- 
ING OF THE COUNCIL 


First Session 


The first session of the Council of the 
Michigan State Medical Society was called 
to order by Chairman Stone at the Hayes 
Hotel, Jackson, Michigan, at 6:30 p. m. on 
Monday, September 16, 1929. 

Present: R. C. Stone, B. R. Corbus, 
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Paul R. Urmston, Richard Burke, B. H. 
Van Leuven, Julius Powers, J. D. Bruce, 
T. F. Heavenrich, Henry Cook, B. F. 
Green, O. L. Ricker, J. H. Charters, Presi- 
dent Hirschman, Secretary Warnshuis, 
members of the Legislative Commission 
and Ex-President C. B. Burr. 


1. The Legislative Commission’s An- 
nual Report to the House of Delegates was 
presented to the Cotincil and was discussed 
by several members and certain alterations 
in phraseology were recommended, after 
which the report was approved for pre- 
sentation to the House of Delegates by the 
Chairman of the Commission, Dr. Guy L. 
Kiefer. 

2. The Annual Report of the Council to 
the House of Delegates, which had previ- 
ously been sent to each member of the 
Council was discussed. On motion of Dr. 
Corbus five honorary members’ were 
recommended to the House of Delegates 
for election to honorary membership. 
Upon motion of Doctors Heavenrich- 
Charters, the Annual Report was approved 
and the Chairman directed to present the 
same to the House of Delegates at its first 
session. 

3. Dr. C. B. Burr, Chairman of the 
Committee on Medical History of the So- 
ciety and the Profession of Michigan, pre- 
sented a detailed report of the labors of 
his committee. 
was sufficient material on hand to com- 
plete two volumes of the history. Upon 
motion of Doctors Urmston-Bruce it was 
recommended that a Publication Com- 
mittee, composed of Doctors Burr, Demp- 
ster and Warnshuis, be appointed and au- 
thorized to secure bids for publication and 
cost of distribution and to submit their re- 
port to the Executive Committee for fur- 
ther action and inspection. 

4. The Council then resolved itself into 
Executive session and adjourned at 11:00 
p. m. 

Second Session 


The second session of the Council was 
called to order at 12:00 o’clock September 
17, at the Hayes Hotel, with all the mem- 
bers of the Council of the previous session 
present. 

1. The Secretary reported upon the ac- 
tivities of the House of Delegates and re- 
ferred particularly to the request that the 
Council supply the House of Delegates 
with information relative to what action 
was being taken to curtail the admission of 
pay patients to the University Hospital. 
After discussion of the question it was 
duly moved that Dr. Bruce be designated 
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as spokesman of the Council and present 
the possessed facts at the next session of 
the House of. Delegates. | 

2. The program of Post-Graduate Con- 
ferences for the remainder of the year 
were discussed with particular reference 
to the Post-Graduate Conferences in the 
Upper Peninsula. Upon motion of Doc- 
tors Corbus-Bruce, the Secretary and the 
Post - Graduate Conference Committee 
were instructed to arrange for two con- 
ferences in the Upper Peninsula during 
the last week in October. 


3. President Hirschman presented to 
the Council details of his conference with 
the Commission of the Couzens fund, 
which report was accepted and the Post- 
Graduate Committee was authorized to en- 
ter into further negotiations regarding 
Pediatric Clinics in the state. 

The Council resolved into executive ses- 
sion, at the close of which Doctors Corbus 
and Heavenrich were appointed to inter- 
view the Secretary. Upon their return it 
was moved by Dr. Corbus, supported by 
Dr. Heavenrich that the salary of the Sec- 
retary be placed at $6,500 a year to begin 
September 1, 1929. 

Upon motion of Doctors Bruce-Cook, it 
was moved that the salary of the Editor be 
increased to $3,500 per year to begin 
September 1, 1929. 

The Council adjourned. 


Third Session 


The Third Session of the Council was 
called to order at 8:00 a. m. by Chairman 
Stone, at the Hotel Hayes on September 
18, 1929. All the members of the Council 
attending the previous session were pres- 
ent. 

1. ,Upon motion of Doctors Bruce and 
Urmston it was decided to hold the next 
Annual Secretaries Conference and the 
Mid-Winter session of the Council at the 
headquarters of the American Medical As- 
sociation in Chicago during January, 1930. 
The exact date and the details of these ses- 
sions to be arranged by the Executive 
Committee of the Council. 

2. Upon motion of Doctors Heaven- 
rich-Charters it was moved to increase the 
number of the Executive Committee by 
one, to be appointed by the Chairman of 
the Council. 

3. It was moved by Doctors Bruce- 
Heavenrich that the Secretary and one 
member of the Council be delegated to go 
to Benton Harbor and St. Joseph and in- 
vestigate the local facilities for holding an 
Annual Meeting of the Society and to re- 
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port their findings at the Mid-Winter ses- 
sion of the Council. 

4. Upon motion of Doctors Charters- 
Cook, Dr. R. C. Stone was nominated and 
elected by unanimous vote as Chairman of 
the Council for the ensuing year. 

5. Upon motion of Doctors Bruce- 
Heavenrich, Dr. B. R. Corbus was nomin- 
ated and by unanimous vote was elected 
Vice-Chairman of the Council. 

The meeting adjourned. 

R. C. Stone, Chairman, 
F. C. Warnshuis, Secretary. 


COUNCIL COMMITTEES 


The standing Committees of the Council 
for this year will be: 


Publication Committee—J. D. Bruce, 
Ann Arbor; Julius Powers, Saginaw; B. 
H. Van Leuven, Petoskey. 

Finance Committee—Geo. L. Le Fevre, 
Muskegon; J. H. Charters, Detroit; T. F. 
Heavenrich, Port Huron. 

County Society Committee—B. R. Cor- 
bus, Grand Rapids; C. E. Boys, Kalama- 
zoo; P. R. Urmston, Bay City. 

I will appoint Dr. Henry Cook of Flint, 
as the additional member of the Ex- 
ecutive Committee, as provided for in the 
resolution adopted by the Council at Jack- 
son. 

Will you kindly notify these men of 
their appointments. 

Thanking you, I am, 

Yours very truly, 
R. C. STONE. 








SCIENTIFIC EXHIBIT 


As an innovation and an additional edu- 
cational feature of our Annual Session a 
scientific exhibit was planned and dis- 
played. For the success of the exhibit all 
credit must be given to Dr. Wm. A. Ger- 
man who assumed and ably discharged the 
duties of directorship. 

Dr. German’s report is here appended: 


September 20, 1929. 
Dear Dr. Warnshuis: 

I shall attempt to outline below a list of the 
exhibitors in the scientific exhibit and the mate- 
rial which they presented. 

_ The Henry Ford Hospital, Detroit, Michigan— 
Doctors Hartman, Smith and Doub presented, 
with case histories, a series of specimens of ulcer- 
ative cholitis by Borgen’s diplococcus and a series 
of specimens of carcinoma of gall bladder, both 
squamous cell type and adeno carcinoma cell type. 
These were accompanied by excellent photomicro- 
graphs and an exhibit including a series of cases 
of coronary occlusion and infarctions and a very 
interesting piece of research work on experimen- 
tal heart lesions, particularly of the conduction 
system, produced by therapeutic X-ray and illus- 
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treated by mountings of electrocardiograph trac- 
ings and colored photomicrographs. A very com- 
plete series of primary and secondary chest tumor 
radiographs and a series of gastro-intestinal cases 
completed their exhibit. 

The City of Detroit Receiving Hospital—Doc- 
tors O. A. Brines, J. C. Kenning and Lloyd Rogers 
displayed a series of very interesting X-ray films, 
photographs, photomicrographs, drawings and 
colored portraits of patients and specimens illus- 
trating primary carcinoma of liver, teratomata 
of testis, and many other interesting and unusual 
pathological conditions. 

The Grace Hospital of Detroit—Doctors 
Stevens, Jarre and Hasley exhibited a very inter- 
esting series of Cinex Camera Studies by X-ray, 
illustrating the movement of the chest, bronchial 
tree, gastro-intestinal tract and bones in normal 
and pathological conditions. Of special impor- 
tance is this method of: X-ray study in that it 
shows the variations in size and width of the 
thymic shadow under the influence of the move- 
ments of respiration. 

Dr. Don Duffie of Central Lake, arranged a 
very unique demonstration of the New Folin 


. Micro Method for the determination of blood 


sugars. This method, carried out by a small 
portable outfit, easily and quickly done, should be 
of interest to those treating diabetes, who are 
not within reach of hospitals or laboratories. 

The Battle Creek Sanitarium Research Depart- 
ment—Doctors Paul Roth, Nielson, Lewis and 
Bond presented a graphic display of an ex- 
haustive study of spirography, carbohydrate 
metabolism, and liver and gastric function. 

The Bureau of Laboratories of the Michigan 
Department of Health showed models in minia- 
ture of their biological station and the products 
which they make. 

Dr. Cowie of the Pediatrics Department of the 
University Hospital, presented a beautiful demon- 
stration as shown by X-ray studies of the produc- 
tion of rickets in rats and the rapid cure of this 
condition by irradiated Ergosterol. 

Doctors Moore and Barnes of the Surgical De- 
partment and X-ray Department, respectively of 
the University Hospital, exhibited the surgical 
treatment of pulmonary tuberculosis and other 
chest conditions. 

The American Medical Association, in a large 
booth on the main floor, displayed a series of edu- 
cational posters and pamphlets. 

The prizes were allotted as follows: 

First award—Dr. Hartman, Detroit. 

Second award—Dr. Stevens, Grace Hospital. 

Second award—Dr. O. A. Brines, Pathological 
Department of Receiving Hospital. 

Second award—Dr. Don Duffie, Central Lake. 

Second award—Dr. Moore, X-ray Surgical De- 
partment of University of Michigan Hospital. 

It is my intention to write to the various hos- 
pitals in the near future, expressing our appre- 
ciation for their co-operation and asking them 
to keep us in mind for next year’s exhibit. 

Very truly yours, 


Wm. A. German, 
Director of Scientific Exhibit. 


YOUR LOCAL SOCIETY 


County societies are resuming their 
meetings following a summer recess. In 
conformity with the recommendations of 
the Council, county units are urged to as- 
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sume an aggressive and well evidenced 
leadership and control of all medical and 
health activities in their county. The pro- 
gram for the year should outline the func- 
tioning of your local society. This is a re- 
sponsibility reposed in local officers and 
the Program Committee. 

With a view of helpfulness the following 
pertinent suggestions in the form of ques- 
tions recently composed by the Minnesota 
State Medical Association, is here brought 
to the attention of county officers and 
program committees. 

YOUR LOCAL SOCIETY 

1. Do you discuss medical economic questions 
and relations to the public at your medical meet- 
ings? 

2. What relations has your local society estab- 
lished with the newspapers in your community ? 

3. To what degree have your members ad- 
dressed lay organizations on medical subjects? 

4. What relations has your local society estab- 
lished with lay organizations? 

5. What is the attitude of your society toward 
doctors participating in politics; for instance, as 
members of the legislature, the school board, wel- 
fare boards, et cetera? 

6. What study has your society made on the 
question of State Medicine ? 

7. What principles of ethics has your organiza- 
tion decided upon? 

8. Has your society made any study of contract 
and compensation practice? 

9. In your local area, what percentage of the 
‘doctors are members of the State Association? 
What percentage of your members have a record 
for satisfactory professional conduct and ability? 

Remember that the state membership is based 
entirely upon the membership of the county 
society. 

10. What help is your local society rendering in 
the control of illegal practice? 

11. Has your organization sought to properly 
influence the administration of free clinics and 
welfare work? 

12. What is the outstanding action that your so- 
ciety has taken to solve these questions? 

18. Will you help by answering, criticizing, and 
making additions to the above questions? _ 

These questions merit serious considera- 
tion and answer by all of our County So- 
cieties. 





AUTOMOBILE LIABILITY 

Every physician and every hospital ren- 
ders services totaling many thousands of 
dollars each year to persons injured in au- 
tomobile accidents. The experience is gen- 
eral that these services are not paid for be- 
cause the driver of the car is without funds 
and is unable to compensate for the dam- 
ages he has done. With the tremendous 
increase in the number of automobiles and 
an ever lengthening list of daily automobile 
accidents the situation is serious, involving 
hospitals, doctors, pedestrians and auto 
owners. The demand is acutely pressing 


that some relief be afforded. 
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A suggested plan whereby every car 
owner and driver would be compelled to 
establish his financial responsibility or pre- 
sent evidence of being protected by an in- 
surance policy is vigorously obstructed and 
objected to by the automobile manufactur- 
ers and dealers. They claim it would dimin- 
ish the sale of automobiles. Their objec- 
tion is a purely selfish one in which they 
ignore the pressing need of safeguarding 
the lives of people and the property of oth- 
ers. Whether their policy is a wise one 
will not be argued here. The conviction is 
firm that relief must be established. The 
need also exists that a state wide demand 
be made for legislation that will reduce the 
losses occasioned by automobile accidents. 

On September first, a recently enacted 
New York law took effect. This law pro- 
vides that: ‘‘In case of damage to another’s 
person or property the car owner respon- 
sible must make good within 15 days after 
judgment is rendered, otherwise his license 
and registration will be suspended. Your 
car cannot be driven by anyone. Your li- 
cense will not be restored until you give 
proof of financial responsibility.” 

This appears to be a very definite solu- 
tion. It merits emulation in every state. 
Steps should be taken to secure such a law 
for Michigan. The Michigan Hospital As- 
sociation might well sponsor such a cam- 
paign and secure the assistance of safety 
organizations to bring about such a law in 
this state. 





WARNING 
Dr. Frederick C. Warnshuis, Secretary, 
Michigan State Medical Society, 
Grand Rapids, Michigan. 
Dear Sir: 

The medical fraternities of this state are being 
circularized by the Imperial Accident Assurance 
Company of Chicago, [llinois, offering them med- 
ical directorships in the company with brilliant 
financial returns, for the payment of a $10.00 fee. 

The circular received by me was referred to the 
Commissioner of Insurance for the State of Mich- 
igan, who sent the attached letter in reply. 

Very truly yours, 
W. H. Browne, 
Medical Director. 





State of Michigan—Department of Insurance 
Lansing 
Dr. Wm. H. Browne, Medical Director, 
Michigan Life Insurance Company, 
2988 E. Grand Boulevard, 
Detroit, Michigan. 
Dear Doctor: 

This is to acknowledge receipt of your com- 
munication of the 12th instant, together with 
circulars sent to you by the Imperial Accident 
Assurance Company of Chicago, Illinois. 

Your inquiry was just one of many which the 
department has received from the medical men 
of the state regarding the same question. It is 
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apparent that the doctors of the state have been 
circularized by the institution so that you gentle- 
men might aid in sponsoring the organization of 


an Illinois concern. So far as I can see, all it 
wants is $10 from you and other doctors located 
within Michigan, which money would be just a 
contribution to the funds of the company so as 
to permit it to comply with the minimum asset 
requirement of the Illinois law, the return of 
same being out of the surplus earnings of the 
company, if any. It is ridiculous for the company 
to offer such a charming amount for services 
which amount is to be predicated upon 5 per cent 
of the premiums collected in the congressional 
district where the doctor is located. As a matter 
of fact, there will be no premiums from a ’con- 
gressional district in Michigan, as the company 
will not be authorized to transact its business 
within this state. It might, however, be able to 
induce some residents of this state to insure with 
it through the mails. However, if such is done 
and a doctor was appointed to the staff, the doctor 
would be representing a company not regularly 
authorized and the doctor would thereby place 
himself in the position of representing an unau- 
thorized insurance company, which would be con- 
trary to the existing statutes. 

I most heartily recommend that you refuse to 
fall for their flattering offers and I know, Doc- 
tor, that you will recommend to your associates 
in Detroit, to stay clear of this company’s 
scheme. In order that the department might ap- 
prise professional men of the state, we have given 
the press an article in regard to this matter. It 
might be well for you to have your medical so- 
ciety warn its members against entering into 
this plan. Very truly yours, 

(Signed) R. M. Wade, 
Second Deputy Commissioner. 


M.S.M.S. POST-GRADUATE CONFER- 
ENCE—BENTON HARBOR— 
HOTEL VINCENT— 
OCTOBER 16, 1929 


PROGRAM 





1:30 p. m.—‘Neurological Examinations.” 
Carl D. Camp, M. D., Ann Arbor. 
2:00 p. m.—Hypertension.” 
Nathan S. Davis, III, M. D., Chicago. 
2:30 p. m.—‘Differentiation in Acute Abdominal 
Conditions.” 
Frederick A. Coller, M. D., Ann Arbor. 
3:00 p. m—“*The Neuralgias.” 
Carl D. Camp, M. D., Ann Arbor. 
3:30 p. m.—“The Decompensated Heart.’ 
Nathan S. Davis, III, M. D., Chicago 
4:00 p. m.—“Mamary Surgery.” 
Frederick A. Coller, M. D., Ann Arbor. 
4:30 p. m.— “Treatment of Pneumonia.” 
Nathan S. Davis, III, M. D., Chicago. 
6:15 p. m.—Dinner. 
7:45 p. m.—“Fads and Foibles.” 


A. J. Cramp, M. D., Secretary Chicago 
American Medical Association, Bureau 
of Investigations. 


LIVINGSTON COUNTY 


The September meeting of the Livingston 
County Medical Society was held at old English 
Inn at Brighton on Tuesday, September 10. Fol- 
lowing dinner discussion of the District Meeting 
to be held at the State Sanatorium in October 
took place. President Huntley was empowered to 
appoint necessary committee on arrangements. 
Election of officers resulted in motion for continu- 
ation of present officers for the coming year. 

Dr. N. W. Larkum of the State Department of 
Bacteriology was present and gave a very instruc- 
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tive and interesting talk relative to his work with 
the “Bacteriophage.” 

The October meeting will be in the form of an 
all day clinic to be held at the Sanatorium. The 
clinic will be a joint meeting of the four counties 
in the district and will entail a very elaborate 
program of noted clinicians. Program will be 
found elsewhere in The Journal. 

The November program will be in charge of Dr. 
H. G. Huntington of Howell. 

L. A. Davis, Secretary. 


LENAWEE COUNTY 

The September meeting of the Lenawee County 
Medical Society was held at Dobbin’s Tea Room 
in Adrian on the evening of Tuesday, September 
third. Coming as it did on one of the hottest days 
of the year, the attendance was somewhat less 
than the average. Twelve members sat down to 
an excellent chicken dinner. We had as a guest 
Dr. Harold Heffron of Metamora, Ohio. 

After the dinner, Dr. B. Raymond Hoobler of 
Detroit gave us one of the treats of the year in 
a discussion of “Infant Feeding Under One Year 
of Age.” Quite often after one has heard a very 
instructive talk, he is inclined to say “that is the 
best one yet.” This one can be correctly so 
characterized. Special stress was laid by the 
speaker on the fallacy of attempting to feed a 
child a quart of milk a day to the exclusion of 
other foods that are necessary for his well-being. 
Also the importance of the various vitamins was 
emphasized, especially Vitamin B for the stimula- 
tion of the appetite. 

The doctor told us when to commence feeding 
vegetables and how to prepare them, i. e. orange 
juice at the end of the first month, cooked vege- 
tables between the fourth and the fifth month, 
milk to be gradually increased to the fifth month 
when the child should be getting a pint of milk 
daily. The milk should be stationary from then 
on and the ration be increased in the vegetable 
content. He praised very highly the effect of radi- 
ated ergosterol given in cod liver oil. 

The next meeting will be held at the same 
place with a program continuing the study of 
pediatrics on the subject, “Respiratory Diseases 
of Infancy and Childhood.” 

C. H. Westgate, Secretary. 


GRAND TRAVERSE-LEELANAU CO. 


The regular meeting of the Grand Traverse- 
Leelanau County Medical Society was held at the 
J. D. Munson Hospital on September 10, 1929. 
The afternoon was devoted to a pediatric clinic 
under the direction of Dr. Isaac A. Abt of Chi- 
cago, who in his characteristic way laid par- 
ticular stress upon diagnostic procedure. 

At 6 p. m., dinner was served at-the Country 
club, at which 16 members sat down. 

In the absence of Dr. Inch, Dr. Way presided 
at the meeting which followed. 

Moved, seconded and passed that Dr. Rinear 
and the secretary draw up a resolution relative 
to the death of Dr. James Decker Munson and 
forward it to his son-in-law, Harold Ward. 

Dr. Isaac A. Abt then gave a two and one-half 
hour talk, answering questions which were pre- 
viously submitted by the members, in which he 
covered the following conditions: diabetes in chil- 
dren, rickets, infantile diarrheas, hemophilia, un- 
derfed babies, and infantile eczema. This most 
excellent review of pediatrics was thoroughly 
enjoyed by all members present. 

The application of Dr. Clifford F. Smith of 
the State Hospital staff was accepted and he de- 
clared a member. E. F. Sladek, Secretary. 
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THE DOCTOR’S LIBRARY 


Offering Suggestions and Recommendations 








VARICOSE VEINS WITH A SPECIAL REFERENCE TO 
THE INJECTION TREATMENT—H. O. McPheeters, M. 
D., F. A. C. S., Director of the Varicose Vein and Ulcer 
Clinic, Minneapolis General Hospital. Illustrated with half- 
tone and line engravings. 200 pp., 35 illustrations. Price 
$3.50. Davis Company, Publishers, Philadelphia, Pa. 


This book is a complete monograph on the sub- 
ject, going into detail in the anatomy and em- 
bryology of varicose veins. After discussing eti- 
ology, diagnosis, and ulcer conditions, the author 
gives at length an account of the injection treat- 
ment in seven chapters. The little book will be 
found invaluable to those who have occasion to 
treat varicose veins and pathological conditions 
arising therefrom. 


A BOOK FOR US DIABETICS AND OUR DOCTORS— 
Don H. Duffie, M. D. Published by the author. Price 
$1.50. South Lancaster, Mass., U. S. A. 


This is the third edition of this little book 
within two years, which fact shows it is finding 
a demand. The successful treatment of diabetics 
is possible only with the intelligent co-operation 
of the patient. This little book should be in the 
hands of every person afflicted with the disease 
as it enables him to work with his physician, not 
to dispense with him. The author writes in a 
humorous style peculiarly suitable to such a work. 
The book contains a letter of endorsation or Fore- 
word by Dr. L. H. Newburgh, Professor of Medi- 
cine, University of Michigan. 


STSRILIZATION FOR HUMAN BETTERMENT—A Sum- 
mary of 6,000 Operations in California, 1909-1929, by E. 
S. Gosney and Paul Papenoe, 202 pp., Macmillan Company 
Company, New York. Price $2.00. 


Realizing that the best argument for or against 
a social reform is a study of that particular social 
practice in actual operation, Gosney and Papenoe 
have reviewed the records of over 6,000 sterilized 
individuals. The present work presents a read- 
able non-technical account of their study, with a 
discussion of the advisability, the methods and 
results of sterilization and the patients’ reaction. 
A more or less extensive appendix summarizes the 
laws, medical aspects, and attitude of the church 
toward sterilization. This book should prove of 
value to those interested in social problems. 


AMERICAN ILLUSTRATED MEDICAL DICTIONARY—A 
complete Dictionary of the terms used in Medicine, Surgery, 
Dentistry, Pharmacy, Chemistry, Nursing, Veterinary Med- 
icine, Biology, Medical Biography, ete. By W. A. Newman 
Dorland, M. D., Member of the Committee on Nomenclature 
and Classification of Diseases of the American Medical As- 
sociation. Fifteenth Edition, Revised and Enlarged. Oc- 
tavo of 1427 pages, 525 illustrations, 107 of them in colors. 
Flexible binding, plain $7.00 net; thumb index $7.50 net. 
W. B. Saunders Company, 1929, Philadelphia and London. 


Practitioners and students will welcome the 
fifteenth edition of Dorland’s Dictionary. The 
present edition of this standard work has been 
thoroughly revised and brought up to date under 
the direction of the editorial staff of the Amer- 
ican Medical Association. New terms have been 
defined and new illustrations have been added. 
Although the book has been increased to over 
1,400 pages, it is not unwieldly. 


PHYSICAL EXAMINATION AND DIAGNOSTIC AN- 
ATOMY—Charles B. Slade, M. D., formerly Chief of Clinic 
in General Medicine, University and Bellevue Hospital Med- 
ical School, New York. Fourth edition, thoroughly re- 
vised. 12 mo. of 196 pages with 43 illustrations. Cloth, 
$2.00 net. W. B. Saunders Company, 1929, Philadelphia 
and London. 


Primarily intended as a guide to the student, 
or as an easy reference for the busy physician, 
this work presents in a compact form the prin- 
ciples and methods of physical examination. The 
text deals predominantly with the normal indi- 
vidual and disease conditions are only secondarily 
considered. An appendix, however, the only ap- 
preciable addition to the previous editions, deals 
with the physical signs in the diagnosis of pul- 
monary tuberculosis. 


THE SURGICAL CLINICS OF NORTH AMERICA—(Issued 
serially, one number every other month). Volume 9, num- 
ber 4. (Mayo Clinic Number—August, 1929) 208 pages with 
72 illustrations. Per Clinic year (February, 1929, to 
December, 1929). Paper $12.00; Cloth, $16.00. Philadel- 
phia and London. 


The Mayo Clinic number combines case reports 
of unusual conditions with excellent papers on 
such subjects as the physiology of cardiac resus- 
citation, the specific dynamic action of food, 
Paget’s Disease of the nipple, and the blood sup- 
ply of the sigmoid, rectosigmoid and colon. The 
majority of papers on technique and abdominal 
conditions concern the lower alimentary tract and 
other pelvic structures. 


THE MEDICAL CLINICS OF NORTH AMERICA—(Issued 
serially, one number every other month). Volume 13, num- 
ber 1. (Boston Number—July, 1929). Octavo of 280 pages 
with 36 illustrations. Per Clinic year, July, 1929, to May, 
1930. Paper, $12.00; Cloth, $16.00 net. W. B. Saunders 
Company, March, 1929, Philadelphia and London. 


The Boston number is replete with such well 
known authors as Joslin, Minot, and John Lovett 
Morse. Joslin contributes a fairly long paper on 
diabetic coma, Morse writes at length on some 
of the causes of difficult, noisy, and rapid respira- 
tion in infancy; several case reports of rare con- 
ditions are included, and excellent papers are 
given on nephrosis, tuberculosis of abdominal 
lymph nodes, eclampsia, thrombo-angitis oblit- 
erans, and other conditions. 


THE HISTORY OF HEMOSTASIS—Samuel Clark Harvey, 
M. D., 128 pp. 19 illustrations. Price, $1.50. Paul Hoeber, 
Inc., New York. 


When one realizes that practically all progress 
in surgical technic has depended on the con- 
trol of pain, bleeding and infection, and that the 
eradication of pain and infection has been pos- 
sible only within the past century, it must be 
assumed that the history of hemostasis is in large 
measure the history of early surgery. Dr. Harvey 
has traced with a skilful hand the development 
of the ideas and technic dealing with control 
of bleeding from the time of the Egyptians and 
Greeks to the present. The detailed history of 
the use of styptics, cautery tourniquets, ligatures 
and hemostatics, as well as illuminating citations - 
from prominent surgeons of the past, make this 
book a source of pleasure to the reader of anti- 
quarian interests. 

















